
Published by Baishideng Publishing Group Inc

World Journal of 
Diabetes
World J Diabetes  2016 April 10; 7(7): 142-164

ISSN 1948-9358 (online)



EDITORS-IN-CHIEF
Lu Qi, Boston
Jingbo Zhao, Aarhus 

ASSOCIATE EDITORS
Giovanni Dapri, Brussels
Undurti N Das, Federal Way
Min Du, Laramie
Edward B Jude, Ashton under Lyne 
Gregory I Liou, Augusta
Juan F Navarro-Gonzalez, Santa  Cruz de Tenerife
Katarzyna Szkudelska, Poznan
Richard Welbourn, Taunton
Silvano Zanuso, Chatam Maritime 

GUEST EDITORIAL BOARD 
MEMBERS
Juei-Tang Cheng, Tainan
Chih-Hsung Chu, Kaohsiung
Low-Tone Ho, Taipei
Cheng-Cheng Hsiao, Keelung
Yung-Hsi Kao, Taoyuan
Chi-Feng Liu, Taipei
Shing-Hwa Liu, Taipei
Wayne HH Sheu, Taichung
Eing-Mei Tsai, Kaohsiung
Chin-Hsiao Tseng, Taipei
Wei-Chung V Yang, Taipei
Wen-Chin Yang, Taipei
Tzung-Hai Yen, Taipei

MEMBERS OF THE EDITORIAL 
BOARD

Argentina
Eduardo Spinedi, La Plata

Australia
Sof Andrikopoulos, Heidelberg
Hugh R Barrett, Western
Bernhard T Baune, Townsville
Grant D Brinkworth, Adelaide
Melinda T Coughlan, Melbourne
Josephine M Forbes, Melbourne
Paul A Fournier, Perth
Angela Gialamas, Adelaide
Mark D Gorrell, Sydney
Graeme J Hankey, Perth
Anandwardhan A Hardikar, Melbourne
Michael Horowitz, Adelaide
Karin Jandeleit-Dahm, Balwyn
Martha Lappas, Victoria
Peter J Little, Victoria
Xin Liu, Brisbane
Dianna J Magliano, Caufield
Louise JM Maple-Brown, Casuarina
Robyn McDermott, Adelaide
Beverly S Muhlhausler, Semaphore
Christopher J Nolan, Canberra
Luciano Pirola, Melbourne
Karly C Sourris, Melbourne
Greg Tesch, Victoria
Jack R Wall, Penrith
Owen L Woodman, Victoria

Austria
Christian H Anderwald, Vienna
Helmuth M Borkenstein, Graz

Latife Bozkurt, Vienna
Walter H Horl, Vienna
Friedrich Mittermayer, Vienna
Markus Paulmichl, Salzburg
Stefan Pilz, Graz
Thomas M Stulnig, Vienna
Ludwig Wagner, Vienna

Belgium
Christophe De Block, Edegem
Ekaterine Tskitishvili, Liege
F A Van Assche, Leuven
Luc F Van Gaal, Edegem

Brazil
Monica L Andersen, Sao Paulo
Claudia RL Cardoso, Rio de Janeiro
Ricardo V Cohen, Sao Paulo
Cassyano J Correr, Curitiba
Cintia C Curioni, Rio de Janeiro
Freddy G Eliaschewitz, Sao Paulo
Rodrigo Jorge, Ribeirao Preto
Luciana A Naves, Brasilia
Matheus Roriz Cruz, Porto Alegre
Júlio C Voltarelli, Sao Paulo
Jacqueline N Zanoni, Maringá

Canada
Jean-Luc Ardilouze, Sherbrooke

I

Editorial Board
2016-2019

The World Journal of Diabetes Editorial Board now consists of 676 members, representing a team of worldwide 
experts in diabetes mellitus. They are from 56 countries, including Argentina (1), Australia (26), Austria (9), Belgium 
(5), Brazil (11), Canada (24), Chile (3), China (39), Cuba (1), Czech Republic (2), Denmark (12), Egypt (3), Finland 
(5), France (11), Germany (26), Greece (16), Hungary (4), Iceland (1), India (24), Iran (6), Iraq (2), Ireland (4), Israel 
(9), Italy (54), Japan (30), Jordan (1), Kuwait (3), Lebanon (1), Malaysia (1), Malta (1), Mexico (4), Netherlands (7), 
New Zealand (3), Nigeria (2), Norway (2), Oman (3), Pakistan (2), Poland (8), Portugal (1), Qatar (1), Romania (2), 
Singapore (4), Slovakia (1), South Africa (1), South Korea (15), Spain (25), Sweden (6), Switzerland (3), Thailand (4), 
Tunisia (1), Turkey (13), United Arab Emirates (3), United Kingdom (28), United States (199), Venezuela (2), and 
Yemen (1).

February 29, 2016WJD|www.wjgnet.com

World Journal of 
DiabetesW J D



Subrata Chakrabarti, London
David ZI Cherney, Toronto
Mervyn Deitel, Toronto
Jean-Pierre Despres, Québec
David J Hill, Ontario
Tian-Ru Jin, Toronto
Arulmozhi D Kandasamy, Alberta
Jennifer L Kuk, Toronto
Ismail Laher, Vancouver
Zhong-Cheng Luo, Montreal
Roger S McIntyre, Toronto
David Meyre, Hamilton
JF Ndisang, Saskatoon
Raj S Padwal, Alberta
Ciriaco A Piccirillo, Montreal
AM James Shapiro, Edmonton 
Guang Sun, St. John's
Valerie Taylor, Ontario
Cory Toth, Calgary
André Tremblay, Montréal
VVincent C Woo, Manitoba
James R Wright, Alberta
 Xi-Long Zheng, Calgary

Chile
Sebastian S Martin, Valparaiso
Armando Rojas Rubio, Talca
Luis Sobrevia, Santiago

China
Jie Chen, Nanjing
Bernard Man Yung Cheung, Hong Kong
William CS Cho, Hong Kong
Tian-Pei Hong, Beijing
Qin Huang, Shanghai
Po-Sing Leung, Hong Kong
Chao Liu, Nanjing
Jian-Kang Liu, Xi’an
Lie-Gang Liu, Wuhan
Ronald CW Ma, Hong Kong
Zengchang Pang, Qingdao
Jin-Sheng Qi, Shijiazhuang
Jin-Xiong She, Shijiazhuang
Wing Y So, Hong Kong
Cheuk C Szeto, Hong Kong
Kathryn CB Tan, Hong Kong
Cong-Yi Wang, Wuhan
Yu Wang, Hong Kong
Guang-Da Xiang, Wuhan
Bao-Feng Yang, Harbin
Shu-Yu Yang, Xiamen
Xi-Lin Yang, Hong Kong
Zai-Qing Yang, Wuhan
Shan-Dong Ye, Hefei
Shi-Sheng Zhou, Dalian
Zhi-Guang Zhou, Changsha

Cuba
Luis Sarmiento-Pérez, Havana

Czech Republic
Michal Krcma, Plzen
Terezie Pelikanova, Prague

Denmark
Charlotte Brons, Gentofte
Flemming Dela, Copenhagen N
Kristine Faerch, Gentofte
Louise G Grunnet, Gentofte
R Scott Heller, Gentofte
Filip K Knop, Hellerup
Helle Markholst, Måløv
Ole H Mortensen, Copenhagen N
Oluf Pedersen, Copenhagen K
Esben T Vestergaard, Aarhus N
Milan Zdravkovic, Soborg

Egypt
Mamdouh MA Hssan, Dokki
Moshira AH Rateb, Cairo
Mona F Schaalan, Cairo

Finland
Siamak Bidel, Helsinki
Gang Hu, Helsinki
Thomas Kietzmann, Oulu
Qing Qiao, Espoo
Karoliina Wehkalampi, Helsinki

France
Jean C Ansquer, Dijon
Bertrand Cariou, Nantes
Sylvie Dejager, Rueil-Malmaison
Naim A Khan, Dijon
Jean-Philippe Lavigne, Nimes
Michel Marre, Paris
Marie-Claude Morice, Massy
Riccardo Perfetti, Paris
Gérard Said, Paris
Didier Vieau, Villeneuve
Sophie Visvikis-Siest, Nancy

Germany
Christa Buechler, Regensburg
Roland Büttner, Heidelberg
Michael Froehner, Dresden
Ioanna Gouni-Berthold, Cologne
Hammes Hans-Peter, Mannheim
Nadja Herbach, Munich
Nadj Herbach, Munchen
Andrea Icks, Düsseldorf
Thomas Jax, Neuss
Michael Kluge, Munich
Florian Lang, Tuebingen

Matthias Laudes, Koln
Ralf Lobmann, Stuttgart
Rafael T Mikolajczyk, Bremen
Andreas S Mueller, Halle
Karsten Müssig, Tübingen
Nahid Parvizi, Mariensee
Thomas P Reinehr, Datteln
Michael Ristow, Jena
Sven Schinner, Duesseldorf
Peter EH Schwarz, Dresden
Ovidiu A Stirban, Oeynhausen
Diego J Walther, Berlin
Silvia A Wein, Kiel
Christian Wrede, Berlin
Dan Ziegler, Düsseldorf

Greece
George P Chrousos, Athens
Moses S Elisaf, Ioannina
Panagiotis Georgoulias, Larissa
Nikolaos Kadoglou, Thessaloniki
Gerasimos E Krassas, Krini
Spilios Manolakopoulos, Athens
Peppa Melpomeni, HaIDari
Nikolaos Papanas, Alexandroupolis
Dimitrios Papazoglou, Alexandroupolis
Sokratis Pastromas, Athens
Christina Piperi, Goudi
Nicholas K Tentolouris, Athens
Konstantinos A Toulis, Salonika
Apostolos Tsapas, Thessaloniki
Konstantinos Tziomalos, Thessaloniki
Elias Zintzaras, Larissa

Hungary
Mária Bagyánszki, Szeged
Gyorgy Jermendy, Budapest
Karoly Racz, Budapest
Gyula Soltesz, Pécs

Iceland
Saher Hamed, Haifa

India
Sarika Arora, New Delhi
Pitchai Balakumar, Sivakasi
Muthuswamy Balasubramanyam, Chennai
Anuradha Carani Venkatraman, Nagar
Subhabrata Chakrabarti, Hyderabad 
Abhay S Chakraborti, Kolkata
Tapan K Chaudhuri, New Delhi
Kanwaljit Chopra, Chandigarh
Malabika Datta, Delhi
Debidas Ghosh, West Bengal
Ravinder Goswami, New Delhi
Jothydev Kesavadev, Kerala
KVS H Kumar, Lucknow

II February 29, 2016WJD|www.wjgnet.com



III February 29, 2016WJD|www.wjgnet.com

Anoop Misra, New Delhi
Analava Mitra, Kharagpur
Viswanathan Mohan, Chennai
Pallavi Panchu, Bangalore
Deepak N Patel, Mumbai
Usharani Pingali, Hyderabad
Ambady Ramachandran, Chennai
Vadde Ramakrishna, Kadapa
Rajat Sandhir, Chandigarh
Manju Sharma, New Delhi
Suman B Sharma, Delhi

Iran
Mohammad K Arababadi, Rafsanjan
Leila Azadbakht, Isfahan
Hamid Baradaran, Tehran
Behrooz Broumand, Tehran
Majid Ghayour-Mobarhan, Mashhad
Mohsen Janghorbani, Isfahan

Iraq
Saad AR Hussain, Baghdad
Abbas A Mansour, Basrah

Ireland
Amar Agha, Dublin
Michael Aviram, Haifa
Raymond E Farah, Safed 
Mark P Hehir, Dublin

Israel
Gal Dubnov-Raz, Hashomer
Shimon Efrat, Tel Aviv
Oren Froy, Rehovot
Farid M Nakhoul, Lower Galilee
Orit Pinhas-Hamiel, Ramat-Gan
Eleazar Shafrir, Jerusalem
Gerald H Tomkin, Dublin
Haim Werner, Tel Aviv
Marina S Zimlichman, Holon

Italy
Luigi A Angrisani, Napoli
Roberto Baldelli, Rome
Giuseppe Barbaro, Rome
Alessandro Bartolomucci, Parma
Giuseppina Basta, Pisa
Simona Bertoli, Milano
Federico Bilotta, Rome
Fabio Broglio, Torino
Riccardo Calafiore, Perugia
Sergio Coccheri, Bologna
Massimo Collino, Torino
Marco A Comaschi, Genoa
Renzo Cordera, Genova
Francesco Dotta, Siena

Fiorucci Fiorucci, Perugia
Maurizio Galderisi, Naples
Amalia Gastaldelli, Pisa
Ezio Ghigo, Turin
Carla Giordano, Palermo
Paolo Gisondi, Verona
Riccarda Granata, Turin
Giorgio Iervasi, Pisa
Claudia Kusmic, Pisa
Francesco Landi, Rome
Monica R Loizzo, Cosenza
Paolo Magni, Milan
Mariano Malaguarnera, Catania
Melania Manco, Rome
Giulio M Marchesini, Bologna
Piero Marchetti, Pisa
Massimo Massi-Benedetti, Perugia
Moschetta Moschetta, Bari
Antonio E Nicolucci, Milano
Lucia Pacifico, Rome
Stefano Palomba, Reggio Emilia
Giampaolo Papi, Carpi
Renato Pasquali, Bologna
Piermarco M Piatti, Milano
Dario Pitocco, Rome
Antonio E Pontiroli, Milano
Manfredi Rizzo, Palermo
Carmelo L Rosa, Catania
Raffaella Rosso, Genoa
Giuseppe Schillaci, Perugia
Leonardo A Sechi, Sassari
Imad Sheiban, Verona
Cesare R Sirtori, Milano
Giovanni Tarantino, Naples
Giovanni Targher, Verona
Francesco G Tieh, Chieti
Donadon Valter, Pordenone
Alberto Verrotti, Chieti
Andrea Viggiano, Napoli
Gian V Zuccotti, Milan

Japan
Masato Asahina, Chiba
Takuya Awata, Tochigi
Yuichiro Eguchi, Saga
Goji Hasegawa, Kyoto
Satoshi Inoue, Tokyo
Eiji Ishimura, Osaka
Masayuki Iwano, Nara
Takashi Kadowaki, Tokyo
Eisuke Kagawa, Hiroshima
Masahito Katahira, Nagoya
Eiji N Kawasaki, Nagasaki
Noriyuki Koibuchi, Gunma
Kazuhiko Kotani, Tochigi
Daisuke Koya, Ishikawa
Norikazu Maeda, Osaka
Takayuki Masaki, Oita
Yuji Matsuzawa, Osaka
Kazuaki Nishio, Tokyo
Kenji Okumura, Nagoya
Motoaki Saito, Yonago
Toshiyasu Sasaoka, Toyama

Michio Shimabukuro, Okinawa
Kohzo Takebayashi, Saitama
Hiroyuki Tamemoto, Abiko
Takashi Togo, Yokohama
Jun Udagawa, Izumo
Yoshinari Uehara, Fukuoka
Takuya Watanabe, Tokyo
Toshihiko Yada, Tochigi
Tohru Yorifuji, Kyoto

Jordan
Yousef S Khader, Irbid

Kuwait
Kamal AAS Al-Shoumer, Surra
Ibrahim F Benter, Safat
Abu S Mustafa, Safat

Lebanon
Ramzi F Sabra, Beirut

Malaysia
Mafauzy Mohamed, Kota Bharu

Malta
Charles Savona-Ventura, Msida

Mexico
Manuel Gonzalez-Ortiz, Guadalajara
Fernando Guerrero-Romero, Dgo
Jesus A Olivares-Reyes, Mexico
Rocío Salceda, Mexico

Netherlands
Sander Kersten, Wageningen
Nanne Kleefstra, Zwolle
Edwin CM Mariman, Maastricht
Frans Pouwer, Tilburg
Han Roelofsen, Groningen
Suat Simsek, Alkmaar
Marcel T Twickler, Halsterseweg

New Zealand
Paul Hofman, Auckland
Peter E Lobie, Grafton
Elaine Rush, Auckland

Nigeria
Adejuwon A Adeneye, Ikeja
Anthonia O Ogbera, Ikeja



IV February 29, 2016WJD|www.wjgnet.com

Norway
Akhtar Hussain, Oslo
Odd E Johansen, Hovik

Oman
Jumana S Saleh, Muscat
Mohammed A Shafaee, Muscat
Radha Shenoy, Muscat

Pakistan
Shahid Hameed, Islamabad
Jamil A Malik, Islamabad

Poland
Marcin Baranowski, Bialystok
Jerzy Beltowski, Lublin
Alicia H Dydejczyk, Krakow
Maciej Owecki, Poznań
Ewa Pankowska, Warsaw
Agnieszka Piwowar, Wroclaw
Dorota A Zieba, Krakow

Portugal
Graca M Pereira, Braga

Qatar
Hong Ding, Doha

Romania
Elena Ganea, Bucharest
Adriana Georgescu, Bucharest

Singapore
Thameem T Dheen, Singapore
Yung-Seng Lee, Singapore
Daniel PK Ng, Singapore
Rob M van Dam, Singapore

Slovakia
Katarína Šebeková, Bratislava

South Africa
Md S Islam, Durban

South Korea
Hueng-Sik Choi, Gwangju

Kyung M Choi, Seoul
Won M Hwang, Seoul
Eui-Bae Jeung, Cheongju
Ju-Hee Kang, Incheon
Sin-Gon Kim, Seongbuk-Gu
Sung-Jin Kim, Seoul
Young-Gyu Ko, Seoul
Kang-Beom Kwon, Chonbuk
Sangyeoup Lee, Yangsan
Myung Gull Lee, Gyeonggi-Do
Soo Lim, Seongnam
Byung-Hyun Park, Jeonbuk
Seungjoon Park, Seoul
Jeesuk Yu, Chungnam

Spain
Vivencio Barrios, Madrid
M. Luisa Bonet, Palma de Mallorca
Justo P Castano, Cordoba
Manuel A Diosdado, Cádiz
Javier Espino, Badajoz
Ricardo V García-Mayor, Vigo
José M Gómez-Sáez, Barcelona
Oreste Gualillo, Santiago de Compostela
Emilio Herrera, Madrid
Amelia Marti, Pamplona
Navarra JA Martínez, Pamplona
Maria L Martinez-Chantar, Derio
Merce Miranda, Tarragona
Alberto Ortiz, Madrid
Maria J Ramirez, Pamplona
Eugenia Resmini, Barcelona
Pedro Romero-Aroca, Reus
Jordi Salas-Salvado, Reus
Gines M Salido, Caceres
Victor Sanchez-Margalet, Seville
Helmut Schroder, Barcelona
Carmen Segundo, Cadiz
Rafael Simo, Barcelona
Manuel Vazquez-Carrera, Barcelona

Sweden
Joanna Hlebowicz, Malmö
Peter Lindgren, Stockholm
Kaj S Stenlof, Göteborg
Ann-Britt Wirehn, Linköping
Wei-Li Xu, Stockholm
Shao-Nian Yang, Stockholm

Switzerland
Kaspar Berneis, Zurich
Kim-Anne Le, Lausanne
Christian Toso, Geneva

Thailand
Narattaphol Charoenphandhu, Bangkok
Arthorn Riewpaiboon, Bangkok 

Rawee Teanpaisan, Hat-Yai
Viroj Wiwanitkit, Bangkok

Tunisia 
Khaled Hamden, Sfax

Turkey
Ugur Cavlak, Denizli
Teoman Dogru, Etlik
Ersin Fadillioglu, Ankara
Abdurrahman F Fidan, Afyonkarahisar
Muammer Karadeniz, Bornova-Izmir
Cevde Kaya, Istanbul
Fahrettin Kelestimur, Kayseri
Altan Onat, Istanbul
Semir Ozdemir, Antalya
Mustafa Sahin, Ankara
Ilker Tasci, Ankara
Belma Turan, Ankara
Serap Yalin, Mersin

United Arab Emirates
Ernest Akingunola Adeghate, Al Ain
Mukesh M Agarwal, Al Ain
Samir M Awadallah, Sharjah

United Kingdom
Nisreen Alwan, Leeds
Bing Chen, Liverpool
Fay Crawford, Edinburgh
Timothy M Curtis, Belfast
Umesh Dashora, Edinburgh
Gareth W Davison, Belfast
Peter Flatt, Coleraine
Kathleen M Gillespie, Bristol
Peter J Grant, Leeds
Lorna W Harries, Exeter
Nigel Hoggard, Aberdeen
Nigel Irwin, Coleraine
Pappachan Joseph, London
Andreas F Kolb, Aberdeen
Moffat J Nyirenda, Edinburgh
Jeetesh V Patel, Birmingham
Snorri B Rafnsson, Edinburgh
Thozhukat Sathyapalan, Yorkshire
Latika Sibal, Newcastle
Rajagopalan Sriraman, Lincoln
Ramasamyiyer Swaminathan, London
Abd A Tahrani, Birmingham
Neil G Thomas, Birmingham
Cecil Thompson, London
Paul H Whiting, Leicester

United States
Varun Agrawal, Springfield



V February 29, 2016WJD|www.wjgnet.com

Pascale Alard, Louisville
Omar Ali, Milwaukee
Mohamed AS Al-Shabrawey, Augusta
Judith Aponte, New York
Balamurugan N Appakalai, Louisville
Hwyda A Arafat, Philadelphia
Carl V Asche, Salt Lake City
Sanford A Asher, Pittsburgh
Anthony Atala, Winston-Salem
Sami T Azar, New York
George L Bakris, Chicago
Alistair J Barber, Hershey
Daniel C Batlle, Chicago
David SH Bell, Birmingham
Rita Bortell, Worcester
Sebastien G Bouret, Los Angeles
Donald W Bowden, Winston-Salem
David L Brown, Stony Brook
Jack D Caldwell, Erie
Anna C Calkin, Los Angeles
Roberto A Calle, Groton
Keith R Campbell, Pullman
Carlos Campos, New Braunfels
Heping Cao, New Orleans
Krista Casazza, Birmingham
Aaron B Caughey, Portland
Eileen R Chasens, Pittsburgh
Munmun Chattopadhyay, Ann Arbor
Xiao-Li Chen, St Paul
Craig I Coleman, Hartford
Robert Conley, Indianapolis
Colleen Croniger, Cleveland
Doyle M Cummings, Greenville
William C Cushman, Memphis
Patricia Darbishire, West Lafayette
Guillaume Darrasse-Jèze, New York
Ravi KM Dasu, Sacramento
Michael H Davidson, Chicago
Prakash Deedwania, San Francisco
Hong-Wen Deng, Kansas City
Teresa P DiLorenzo, Bronx
Scot Dowd, Lubbock
Samuel Durso, Baltimore
Krystal Edwards, Dallas
Alexander M Efanov, Indianapolis
Azza B El-Remessy, Augusta
Amy Z Fan, Atlanta
Melissa S Faulkner, Tucson
George S Ferzli, Staten Island
Paolo Fiorina, Boston
James E Foley, East Hanover
Samuel N Forjuoh, Temple
Alessia Fornoni, Miami
Trudy Gaillard, Columbus
Pietro Galassetti, Irvine
Claudia Gragnoli, Hershey
Jennifer B Green, Durham
Alok K Gupta, Piscataway
Gary J Grover, Piscataway
Werner Gurr, New Haven
Samy L Habib, San Antonio
Abdel Hamad, Baltimore
Tiffany Hilton, Pittsford

Michael F Holick, Boston
Zhaoyong Hu, Houston
Rachel Hudacko, Suffern
Yasuo Ido, Boston
Brian K Irons, Lubbock
Pamela Itkin-Ansari, La Jolla
Hieronim Jakubowski, Newark
Hong-Lin Jiang, Blacksburg
Ping Jiao, Providence
Shengkan Jin, Piscataway
Arpita Kalla, St Louis
Richard E Katholi, Springfield
Melina R Kibbe, Chicago
Bhumsoo Kim, Ann Arbor
Tomoshige Kino, Bethesda
Julienne K Kirk, Winston-Salem
Renu A Kowluru, Detroit
Lewis H Kuller, Pittsburgh
Rajesh Kumar, Temple
Blandine Laferrere, New York
Cong-Jun Li, Beltsville
Ching-Shwun Lin, San Francisco
James F List, Princeton
Dongmin Liu, Blacksburg
Zhen-Qi Liu, Charlottesville
Maria F Lopes-Virella, Charleston
Cai Lu, Louisville
George W Lyerly Jr, Conway
Jian-Xing Ma, Oklahoma City
Xin-Laing Ma, Philadelphia
Rong Ma, Fort Worth
David Maggs, San Diego
Kenneth Maiese, Newark
Kevin C Maki, Glen Ellyn
Sridhar Mani, Bronx
Suresh Mathews, Auburn
Lauraar R McCabe, East Lansing
Sarah Messiah, Miami
Thomas O Metz, Richland
Shannon Miller, Orlando
Murielle Mimeault, Omaha
Raghu G Mirmira, Indianapolis
Prasun J Mishra, Bethesda
Reema Mody, Grayslake
Arshag D Mooradian, Jacksonville
Mohammad-Reza Movahed, Tucson
Yingjun J Mu, Rahway
Nair G Muraleedharan, East Lansing
Manuel F Navedo, Seattle
Charles B Nemeroff, Atlanta
Joshua J Neumiller, Spokane
Steven J Nicholls, Cleveland
Hirofumi Noguchi, Dallas
Craig S Nunemaker, Charlottesville
Patrick J O'Connor, Minneapolis
Wei-Hong Pan, Baton Rouge
Naushira Pandya, Fort Lauderdale
Michael R Peluso, Corvallis
Inga Peter, New York
Axel Pflueger, Rochester
Gretchen A Piatt, Pittsburgh
John D Piette, Ann Arbor

Leonid Poretsky, New York
Parviz M Pour, Omaha
Wei Qiu, Boston
Teresa Quattrin, Buffalo
Cristina Rabadán-Diehl, Bethesda
Rajendra S Raghow, Memphis
Swapnil N Rajpathak, Bronx
Armin Rashidi, Norfolk
Mohammed S Razzaque, Boston
Beverly AS Reyes, Philadelphia
Shuo L Rios, Los Angeles
David Rodbard, Potomac
Helena W Rodbard, Rockville
June H Romeo, Cleveland
Raul J Rosenthal, Florida
Juan M Saavedra, Bethesda
Frank AJL Scheer, Boston
Richard E Scranton, Tiverton
Vallabh R Shah, Albuquerque
Aziz Shaibani, Houston
Guo-Ping Shi, Boston
Carol A Shively, Winston-Salem
Anders AF Sima, Detroit
Rajan Singh, Los Angeles
Pramil N Singh, Loma Linda
Dawn D Smiley, Atlanta
Matthew D Solomon, Stanford
Rakesh K Srivastava, Tyler
Bangyan L Stiles, Los Angeles
Erin St Onge, Apopka
Yu-Xiang Sun, Houston
Salim Surani, Corpus Christi
Arthur LM Swislocki, Martinez
Ya-Xiong Tao, Auburn
John A Tayek, Torrance
John G Teeter, New Haven
Carlos M Telleria, Vermillion
Christophe G Thanos, Providence
Ronald G Tilton, Galveston
Serena Tonstad, Loma Linda
Michael Traub, Staten Island
Margrit Urbanek, Chicago
Vladimir N Uversky, Indianapolis
Gabriel Uwaifo, Baton Rouge
Volker Vallon, San Diego
Shambhu D Varma, Baltilmore
Chengming Wang, Auburn
Hong-Jun Wang, Boston
Mark E Williams, Boston
Guang-Yu Wu, New Orleans
Zhong-Jian Xie, San Francisoco
Ming-Zhao Xing, Baltimore
Hariom Yadav, Bethesda
Lijun Yang, Gainesville
Ruojing Yang, Rahway
Subhashini Yaturu, Albany
Joseph Yeboah, Charlottesville
Dengping Yin, Nashville
Yi-Sang Yoon, Rochester
Yi-Hao Yu, New York
Kevin CJ Yuen, Portland
Ian S Zagon, Hershey



VI February 29, 2016WJD|www.wjgnet.com

Robert YL Zee, Boston
Cui-Lin Zhang, Rockville
James X Zhang, Richmond
Sarah X Zhang, Oklahoma City
Guixiang Zhao, Atlanta
Yang Zhao, Carmel

Ming-Hui Zou, Oklahoma City

Venezuela
José F Arévalo, San Bernardino

Fuad Lechin, Caracas

Yemen
Khaled AA Ahmed, Ibb



-----=

 

Contents Biweekly  Volume 7  Number 7  April 10, 2016

April 10, 2016|Volume 7|Issue 7|WJD|www.wjgnet.com I

REVIEW
142	 Novel nutraceutic therapies for the treatment of metabolic syndrome

Martínez-Abundis E, Mendez-del Villar M, Pérez-Rubio KG, Zuñiga LY, Cortez-Navarrete M, Ramírez-Rodriguez A, González-

Ortiz M

153	 Diabetic foot disease: From the evaluation of the “foot at risk” to the novel diabetic ulcer treatment 

modalities

Amin N, Doupis J



Contents
World Journal of Diabetes

Volume 7  Number 7  April 10, 2016

FLYLEAF

EDITORS FOR 
THIS ISSUE

Responsible Assistant Editor: Xiang Li       	                  Responsible Science Editor: Jin-Xin Kong
Responsible Electronic Editor: Huan-Liang Wu                   Proofing Editorial Office Director: Xiu-Xia Song
Proofing Editor-in-Chief: Lian-Sheng Ma

NAME OF JOURNAL 
World Journal of  Diabetes

ISSN
ISSN 1948-9358 (online)

LAUNCH DATE
April 15, 2010

FREQUENCY 
Biweekly

EDITORS-IN-CHIEF
Lu Qi, MD, PhD, Assistant Professor, Department 
of  Nutrition, Harvard School of  Public Health, 665 
Huntington Ave., Boston, MA 02115, United States 

Jingbo Zhao, PhD, Associate Professor, Aalborg 
Hospital Science and Innovation Centre, Aalborg 
Hospital, Aarhus University Hospital, Aalborg 9000, 
Denmark

EDITORIAL OFFICE
Jin-Lei Wang, Director

Xiu-Xia Song, Vice Director
World Journal of  Diabetes
Room 903, Building D, Ocean International Center, 
No. 62 Dongsihuan Zhonglu, Chaoyang District, 
Beijing 100025, China
Telephone: +86-10-85381891
Fax: +86-10-85381893
E-mail: editorialoffice@wjgnet.com
Help Desk: http://www.wjgnet.com/esps/helpdesk.aspx
http://www.wjgnet.com

PUBLISHER
Baishideng Publishing Group Inc
8226 Regency Drive, 
Pleasanton, CA 94588, USA
Telephone: +1-925-223-8242
Fax: +1-925-223-8243
E-mail: bpgoffice@wjgnet.com
Help Desk: http://www.wjgnet.com/esps/helpdesk.aspx
http://www.wjgnet.com

PUBLICATION DATE
April 10, 2016

COPYRIGHT
© 2016 Baishideng Publishing Group Inc. Articles 
published by this Open-Access journal are distributed 
under the terms of  the Creative Commons Attribution 
Non-commercial License, which permits use, distribution, 
and reproduction in any medium, provided the original 
work is properly cited, the use is non-commercial and is 
otherwise in compliance with the license.

SPECIAL STATEMENT 
All articles published in journals owned by the Baishideng 
Publishing Group (BPG) represent the views and opin-
ions of  their authors, and not the views, opinions or 
policies of  the BPG, except where otherwise explicitly 
indicated.

INSTRUCTIONS TO AUTHORS
Full instructions are available online at http://www.
wjgnet.com/bpg/g_info_20160116143427.htm

ONLINE SUBMISSION 
http://www.wjgnet.com/esps/

ABOUT COVER

April 10, 2016|Volume 7|Issue 7|WJD|www.wjgnet.com II

AIM AND SCOPE

Editorial Board Member of World Journal of Diabetes , Juei-Tang Cheng, PhD, 
Professor, Department of Medical Sciences, Chang Jung Christian University, 
Tainan 71101, Taiwan

World Journal of  Diabetes (World J Diabetes, WJD, online ISSN 1948-9358, DOI: 10.4239), 
is a peer-reviewed open access academic journal that aims to guide clinical practice and 
improve diagnostic and therapeutic skills of  clinicians.

WJD covers topics concerning α, β, δ and PP cells of  the pancreatic islet, the effect 
of  insulin and insulinresistance, pancreatic islet transplantation, adipose cells and obesity.

We encourage authors to submit their manuscripts to WJD. We will give priority to 
manuscripts that are supported by major national and international foundations and those 
that are of  great clinical significance.

World Journal of  Diabetes is now indexed in Emerging Sources Citation Index (Web of  
Science), PubMed, and PubMed Central.

I-Ⅵ	 Editorial Board 

INDEXING/
ABSTRACTING 



Esperanza Martínez-Abundis, Miriam Mendez-del Villar, Karina G Pérez-Rubio, Laura Y Zuñiga, 
Marisol Cortez-Navarrete, Alejandra Ramírez-Rodriguez, Manuel González-Ortiz

Esperanza Martínez-Abundis, Miriam Mendez-del Villar, 
Karina G Pérez-Rubio, Laura Y Zuñiga, Marisol Cortez-
Navarrete, Alejandra Ramírez-Rodriguez, Manuel 
González-Ortiz, Institute of Experimental and Clinical Thera­
peutics, Department of Physiology, Health Sciences University 
Center, University of Guadalajara, Guadalajara 44340, Jalisco, 
Mexico

Author contributions: All authors contributed to design the 
study, obtain data, and write, review and edit the manuscript.

Conflict-of-interest statement: Authors declare no conflict of 
interest with regard to this manuscript.

Open-Access: This article is an open-access article which was 
selected by an in-house editor and fully peer-reviewed by external 
reviewers. It is distributed in accordance with the Creative 
Commons Attribution Non Commercial (CC BY-NC 4.0) license, 
which permits others to distribute, remix, adapt, build upon this 
work non-commercially, and license their derivative works on 
different terms, provided the original work is properly cited and 
the use is non-commercial. See: http://creativecommons.org/
licenses/by-nc/4.0/

Correspondence to: Manuel González-Ortiz, MD, MSc, PhD, 
Institute of Experimental and Clinical Therapeutics, Department 
of Physiology, Health Sciences University Center, University 
of Guadalajara, Montes Urales 1409, Colonia Independencia, 
Guadalajara 44340, Jalisco, Mexico. uiec@prodigy.net.mx
Telephone: +52-33-38267022
Fax: +52-33-36161218

Received: August 26, 2015
Peer-review started: August 30, 2015
First decision: September 28, 2015
Revised: January 24, 2016
Accepted: February 14, 2016
Article in press: February 16, 2016
Published online: April 10, 2016

Abstract
Nutraceutic therapies such as berberine, bitter melon, 

Gymnema sylvestre , Irvingia gabonensis, resveratrol 
and ursolic acid have been shown to help control 
metabolic syndrome (MetS). The effect of berberine on 
glucose and lipid metabolism, hypertension, obesity and 
MetS has been evaluated in animal models and humans. 
Most clinical trials involving bitter melon have been 
conducted to evaluate its effect on glucose metabolism; 
nevertheless, some studies have reported favorable 
effects on lipids and blood pressure although there 
is little information about its effect on body weight. 
Gymnema sylvestre helps to decrease body weight and 
blood sugar levels; however, there is limited information 
on dyslipidemia and hypertension. Clinical trials of 
Irvingia gabonensis  have shown important effects 
decreasing glucose and cholesterol concentrations as 
well decreasing body weight. Resveratrol acts through 
different mechanisms to decrease blood pressure, 
lipids, glucose and weight, showing its effects on the 
population with MetS. Finally, there is evidence of 
positive effects with ursolic acid in in vitro  and in vivo  
studies on glucose and lipid metabolism and on body 
weight and visceral fat. Therefore, a review of the 
beneficial effects and limitations of the above-mentioned 
nutraceutic therapies is presented.

Key words: Nutraceutics; Metabolic syndrome; Berberine; 
Bitter melon; Gymnema silvestre ; Irvingia gabonensis ; 
Resveratrol; Ursolic acid

© The Author(s) 2016. Published by Baishideng Publishing 
Group Inc. All rights reserved.

Core tip: Metabolic syndrome (MetS) is a cluster of 
endocrine problems including obesity, dysglycemia, 
dyslipidemia, and hypertension. Unfortunately, there is 
no unique treatment to control it. Nutraceutic therapies 
such as berberine, bitter melon, Gymnema sylvestre , 
Irvingia gabonensis , resveratrol and ursolic acid have 
demonstrated some improvement in anthropometric 
parameters and cardiometabolic risk factors and could 
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be considered as treatment for patients with MetS. This 
review attempts to demonstrate the beneficial effects 
and limitations of some of these novel nutraceutic 
therapies.

Martínez-Abundis E, Mendez-del Villar M, Pérez-Rubio 
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INTRODUCTION
Metabolic syndrome (MetS) is a cluster of endocrine 
disturbances including typically obesity, dysglycemia, 
dyslipidemia, and hypertension, predisposing individuals 
to increased risk for atherosclerosis, cardiovascular 
events, and eventually type 2 diabetes mellitus 
(T2DM)[1]. However, a number of other parameters 
that appear to be related to MetS, including non-
alcoholic fatty liver disease, should be evaluated in 
some specific cases to help determine the risk of 
complications[2,3]. Prevalence of MetS is increasing 
significantly and is becoming a worldwide health 
problem[4]. Unfortunately, there is no a single treatment 
to control MetS; frequently, the option is to treat each 
component separately. Therefore, any substance that 
helps to control all the characteristic disturbances 
of MetS must be considered and studied in depth[5]. 
Nutraceutic therapies such as berberine, bitter melon, 
Gymnema sylvestre (G. sylvestre), Irvingia gabonensis 
(I. gabonensis), resveratrol and ursolic acid, which 
are currently being studied in our Research Institute, 
among many therapies, have demonstrated to improve 
some anthropometric parameters and cardiometabolic 
risk factors. In this regard, they could be considered as 
treatment for patients with MetS. The aim of this review 
is to show the beneficial effects and limitations of some 
of these novel nutraceutic therapies. 

BERBERINE
Berberine is an isoquinoline quaternary alkaloid (or 
a 5,6 dihydrodibenzo[a,g]quinolizinium derivative) 
isolated from many medicinal plants such as Hydrastis 
canadensis, Berberis aristata, Coptis chinensis, Coptis 
rhizome, Coptis japonica, Phellondendron amurense 
and Phellondendron chinense schneid[6]. Berberine is 
traditionally used for its supposed antimicrobial effects 
and as treatment for diabetes in traditional Chinese, 
Indian and Middle Eastern folk medicine[7] and has 
definite potential as a drug included in a wide spectrum 
of clinical applications. 

During approximately 500 A.D., Hongjing Tao 
recorded the anti-diabetes activity of Rhizoma coptidis 
for the first time in a book entitled “Note of Elite 

Physicians”. In 1988, the hypoglycemic effect of 
berberine was revealed when berberine was used to 
treat diarrhea in diabetic patients in China. Since that 
time, many physicians in China have used berberine as 
an anti-hyperglycemic agent. There are a substantial 
number of clinical reports regarding the hypoglycemic 
action of berberine in Chinese literature reports[8]. A 
meta-analysis of berberine reported beneficial effects 
on blood glucose control in the treatment of T2DM 
patients similar to those obtained with conventional 
oral antidiabetic treatments[9]. One study confirms that 
administration of berberine (0.5 g three times/d) at the 
beginning of each major meal was able to reduce fasting 
blood glucose as well as postprandial blood glucose in 
adult patients with newly diagnosed T2DM. Glycated 
hemoglobin A1c (A1C) level was decreased by 2.0% 
with berberine treatment, which is comparable to that 
of metformin. In poorly controlled diabetic patients[8], 
berberine regulates glucose metabolism possibly 
through multiple mechanisms and signal pathways 
such as increasing insulin sensitivity, activating the 
adenosine monophosphate- (AMP-) activated protein 
kinase (AMPK) pathway, modulating gut microbiota, 
inhibiting liver gluconeogenesis, stimulating glycolysis 
in peripheral tissue cells, promoting intestinal glucagon-
like protein-1 secretion, upregulating hepatic low-
density lipoprotein receptor mRNA expression, and 
increasing glucose transporter[10].

The effects of berberine on lipid metabolism have 
been evaluated in animals and humans. A systematic 
review and meta-analysis of randomized controlled trials 
with berberine show that its administration produced a 
significant reduction in total cholesterol (mean difference 
-0.61 mmol/L; 95%CI: -0.83 to -0.39), triglycerides 
(mean difference -0.50 mmol/L; 95%CI: -0.69 to -0.31), 
and low-density lipoprotein cholesterol (LDL-C) (mean 
difference -0.65 mmol/L; 95%CI: -0.76 to -0.54) levels, 
with a remarkable increase in high-density lipoprotein 
cholesterol (HDL-C) (mean difference 0.05 mmol/L; 
95%CI: 0.02 to 0.09)[11]. The lipid-lowering effect of 
berberine appears to be mainly due to stabilization of 
hepatic LDL receptor (LDL-R) in an extracellular signal-
regulated kinase (ERK)-dependent manner and also by 
increasing transcriptional activity of LDL-R promoter by 
c-Jun N-terminal kinase (JNK) pathway. Berberine also 
activates AMPK while blocking the AMPK/ERK pathway, 
resulting in inhibition of lipid synthesis[7].

Few reports in the literature affirm that berberine is 
able to decrease blood pressure in humans; however, 
vasorelaxant effects of berberine have been observed in 
different rat models[7]. Vasodilatator effect of berberine 
is the result of its action on both endothelium and 
vascular smooth muscle. Other mechanisms suggested 
to be involved in the vasorelaxant effect of berberine 
are angiotensin-converting enzyme (ACE) inhibitor 
effect and direct release of nitric oxide (NO)/cyclic 
guanosine monophosphate (cGMP) from rat aortic 
rings, α1-adrenoreceptor antagonistic action in rat and 
rabbit aorta, potentiation of acetylcholine, activation 
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common tropical vegetable that has also been used in 
traditional medicine. The plant grows in tropical areas of 
Asia, Amazon, East Africa, India and the Caribbean[15]. 
Approximately 228 different compounds with possible 
medicinal properties have been isolated from bitter 
melon fruit, seeds, leaves, pericaps and endosperm. 
Among these, the most actively studied constituents 
shown to improve glycemic control include charantin, 
vicine, momordicin, and polypeptide-p. Polypeptide-p 
closely resembles bovine insulin with the exception of 
one extra amino acid, methionine[16]. 

Several mechanisms of action have been proposed 
for its effects on glucose, lipids and blood pressure. 
Studies have shown that bitter melon inhibits the 
absorption of glucose by inhibiting α-glucosidase, 
reduces Na+/K+-dependent absorption of glucose by the 
intestinal mucosa and also suppresses disaccharidase 
activity in the intestine[15,17]. Bitter melon repairs 
damaged β-cells, stimulates insulin secretion, and 
enhances insulin sensitivity. Enhancement in insulin 
sensitivity may be due to multiple factors such as 
inhibition of protein tyrosine phosphatase 1B (PTP-1B) 
activity in skeletal muscle, increase in the number and 
translocation of glucose transporter type 4 (GLUT4) 
receptors, increase in the rate of phosphorylation of 
insulin receptor substrate and enhancement in the 
activity of AMPK. AMPK inhibits cholesterol synthesis in 
liver by activating 3-hydroxy-3-methylglutaryl-coenzyme 
reductase. It also stimulates the synthesis and release 
of thyroid hormones and adiponectin[17]. Other proposed 
mechanisms for actions include decreased hepatic 
gluconeogenesis and increased hepatic glycogen 
synthesis[18]. PPARs are nuclear receptors that control 
lipid and carbohydrate metabolism. These receptors 
are regarded as important targets for treating MetS. In 
animal models, bitter melon upregulated PPARγ- and 
PPARα-mediated pathways[18]. 

The hypoglycemic, hypolipidemic and antihyper
tensive effects of bitter melon have been reported in 
animal models and clinical trials. Male db/db mice (an 
animal model of obesity, diabetes, and dyslipidemia) 
were given sterile tap water as a control or bitter melon 
daily at a dosage of 150 mg/kg body weight for 5 wk. 
A1C levels were higher in control mice compared with 
the bitter melon-treated mice. Additionally, bitter melon 
reduced PTP-1B activity in skeletal muscle cytosol[19]. 
Normal and streptozotocin-induced diabetic rats were 
fed either with basal diet or a diet containing 10% 
bitter melon powder. Specific activities of intestinal 
disaccharidases were significantly increased during 
diabetes. Bitter melon supplementation in the diet 
clearly indicated amelioration in the activities of maltase 
and lactase during diabetes[20]. The effect of bitter melon 
at 10% level in the diet was evaluated in streptozotocin-
induced diabetic rats. Amelioration of approximately 
30% in fasting blood glucose was observed[21]. The 
aqueous extract powder of the fruit of bitter melon at a 
dose of 20 mg/kg body weight was also found to reduce 
fasting blood glucose by 48% in diabetic rats[22].

of K+ channels and inhibition of intracellular calcium 
release, and blocking of L-type calcium channels[7]. A 
recent study showed that berberine could delay the 
onset and attenuate the severity of hypertension as well 
as to ameliorate hypertension-induced renal damage in 
spontaneously hypertensive rats (SHR). Furthermore, 
berberine could inhibit the activities of the renin-
angiotensin system and pre-inflammatory cytokines 
such as interleukin (IL)-6, IL-17 and IL-23, which are 
involved in the pathophysiology of hypertension[12].

Several clinical studies have reported the effect 
of berberine on obesity indicators such as body 
weight reduction, waist circumference or body mass 
index (BMI). A study in 116 patients with T2DM and 
dyslipidemia showed that berberine (1.0 g daily) 
compared with placebo for 3 mo decreased body 
weight from 68.7 ± 11.3 to 66.4 ± 11.8 kg[13]. This 
effect could be due to an inhibition of adipogenesis 
that may contribute to the anti-obesity activity of 
berberine. Since then, it has been shown to suppress 
adipocyte differentiation and reduce lipid accumulation 
in (3T3-L1) adipocytes. In cells treated with berberine, 
expression of several lipogenic genes including 
peroxisome proliferator-activated receptor gamma 
(PPARγ), enhancer-binding protein alpha (EBPα), sterol 
regulatory element-binding protein 1 (SREBP-1c), fatty 
acid synthase, acetyl coenzyme A carboxylase, acyl-CoA 
synthase, lipoprotein lipase, and cluster of differentiation 
36 were all suppressed[8].

The above-mentioned findings show that berberine 
has excellent potential for prevention and treatment of 
MetS. A randomized, double-blind, placebo-controlled 
clinical trial carried out by our research group in 24 
patients with a diagnosis of MetS showed that, after 
berberine administration, patients had a remission 
of 36% (P = 0.037) in the presence of MetS and a 
significant decrease in waist circumference in females 
(106 ± 4 cm vs 103 ± 3 cm, P < 0.05), systolic blood 
pressure (123 ± 7 mmHg vs 115 ± 9 mmHg, P < 0.01), 
and triglycerides (2.4 ± 0.7 mmol/L vs 1.4 ± 0.5 mmol/
L, P < 0.01) in female and male patients[14].

There is no effective dose for berberine; however, 
the therapeutic dosage for most clinical situations is 
0.2-1.5 g/d for the treatment of various diseases, 
especially for T2DM[7].

Berberine has been shown to be safe in the majority 
of clinical trials. In a low percentage of patients, 
berberine has been reported to cause nausea, vomiting, 
constipation, hypertension, respiratory failure and 
paresthesias; however, clinical evidence of such adverse 
effects is not often reported in the literature[7]. 

The diverse pharmacological properties exhibited by 
berberine indicate that the alkaloid has definite potential 
as a drug in a wide spectrum of clinical applications that 
include MetS. 

BITTER MELON
Bitter melon, also known as Momordica charantia, is a 
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To date, most published human clinical trials on 
bitter melon have focused on blood glucose control. 
A randomized, double-blind, active-control trial was 
conducted to assess the efficacy and safety of three 
doses of bitter melon compared with metformin. 
Patients were randomized into four groups to receive 
bitter melon 500 mg/d, 1000 mg/d, and 2000 mg/d or 
metformin 1000 mg/d. All patients were followed for 4 
wk. There was a significant decline in fructosamine in 
the metformin group (16.8 ± 40.6 μmol/L) and the bitter 
melon 2000 mg/d group (-10.2 ± 23.3 μmol/L)[23]. After 
adding bitter melon (800-1600 mg/d) to the current 
regimens (sulfonylureas and/or metformin) of 42 
diabetic patients, fasting plasma glucose was reduced 
by 26.9 ± 40.8 mg/dL (P < 0.001)[24].

The effect of bitter melon on blood pressure and 
lipids has been evaluated in several experimental studies 
and only one clinical trial has aimed to investigate its 
effects on MetS. Acute intravenous administration of 
bitter melon aqueous extract produced dose-dependent, 
significant reductions in systemic arterial blood pressure 
and heart rates of normal and hypertensive Dahl salt-
sensitive rats[25]. In another study, normal Sprague 
Dawley rats were divided into control and three test 
groups. Rats were administered one of three bitter 
melon preparations in food for 52 d: Chinese or Indian 
commercial preparations or an extract of bitter melon. 
All test groups lowered systolic, but not diastolic, blood 
pressure. Only the group with the extract significantly 
lowered ACE activity[26]. The methanol extract of bitter 
melon fruit was administered to diabetic rats for 30 
d. A significant decrease in triglyceride and LDL-C 
and a significant increase in HDL-C were observed[27]. 
Bitter melon lowered plasma apolipoprotein B-100 and 
apolipoprotein B-48 levels in mice fed a high-fat diet 
and inhibited lipogenesis by downregulating lipogenic 
gene expression in adipose tissue of diet-induced obese 
mice[17].

A preliminary open-label, single arm, uncontrolled 
supplementation trial was carried out in 42 participants 
to evaluate the effect of bitter melon supplementation 
(4.8 g/d for 3 mo) on MetS. Decrease in the incidence 
of MetS rate at the end of the supplementation period 
was significantly different from that at baseline (19.0%, 
P = 0.021). The difference remained significant 
for 1 mo after cessation of supplementation (P = 
0.047). Except for waist circumference (-2.09 cm, 
P < 0.05), the remaining four risk factors of MetS 
did not show significant decreases after bitter melon 
supplementation[18]. 

An effective dose for bitter melon has not been 
established. In animal models the dose range has 
oscillated from 20 to 150 mg/kg body weight, whereas 
in clinical trials the dose has varied from 500 mg to 
4800 mg per day[18,19,22,24].

Few side effects have been associated with the use 
of bitter melon. The most commonly observed adverse 
effects include mild diarrhea and abdominal pain, 
which subside after discontinuation. Bitter melon use 

is also contraindicated during pregnancy because of its 
abortifacient properties[16]. 

Although the effect of bitter melon on glucose, 
blood pressure and lipids has been evaluated in several 
studies with significant results, only one clinical trial 
has assessed its effect on waist circumference as a 
primary outcome. Therefore, its effects on body weight 
remain to be studied in future clinical trials. The multiple 
mechanisms behind the hypoglycemic, hypolipidemic 
and antihypertensive effects of bitter melon and the 
results reported in previous studies provide a firm base 
for further well-designed randomized controlled trials to 
evaluate the efficacy of bitter melon on MetS.

G. SYLVESTRE
G. sylvestre is a medicinal plant belonging to the 
Asclepiadacea family popularly known as “gurmar” 
in Hindi, which means “sugar destroying”. It is a 
woody climber that grows in tropical forests in India 
and South East Asia. Its leaves exhibit a broad range 
of therapeutic effects due to its active ingredients 
referred to as gymnemic acids. These are a mixture 
of at least 17 different saponins, acidic glycosides and 
anthroquinones[28]. In Indian medicine it is used for its 
main antidiabetic effects; however, other important 
metabolic effects have emerged from various studies 
with potential for treating MetS[29,30].

G. sylvestre helps to promote weight loss possibly 
through its ability to reduce cravings for sweets and also 
controls blood sugar levels. Chewing the leaves, rinsing 
the mouth with aqueous extracts, or topical application 
to the tongue selectively and reversibly inhibit the 
sensation of sweetness. Some investigations have 
suggested that gymnemic acid binds to the receptor 
located on the taste buds of the tongue and prevents 
activation by sugar molecules as well as suppressing 
sugar uptake, presumably by blocking sucrose receptors 
by one of its molecules, the gurmarin peptide[31,32].

G. sylvestre has also been found to be useful against 
obesity in accordance with recent preclinical studies in a 
murine model of obesity where the anti-obesity effect of 
ethanolic or water-soluble fraction of G. sylvestre extract 
(120 mg/kg, orally for 21 d) was demonstrated in a 
high-fat diet (HFD)-induced murine model of obesity[33]. 
Another study with a standardized ethanolic G. sylvestre 
extract (200 mg/kg) administered for 28 d resulted in a 
significant reduction of BMI, organ weight and visceral 
fat pad weight, among other metabolic parameters[34]. 
G. sylvestre has also shown a decrease in body weight 
without rebound on Otsuka Long-Evans Tokushima 
Fatty rats[35]. Decreasing body weight in humans has 
been demonstrated in studies using G. sylvestre only 
in combination with various dietary supplements. 
Therefore, the resulting weight loss cannot be attributed 
to only G. sylvestre[36,37].

Researchers have recently established that G. 
sylvestre does not block only sweet receptors on the 
taste buds of the mouth. It has the same inhibitory 
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activity on sodium-dependent glucose transporter 1 
found in high levels in brush-border membranes of 
intestinal epithelial cells[38].

The ability of G. sylvestre to lower blood glucose 
concentrations has been tested as a hypoglycemic agent 
in combination with insulin in humans, with encouraging 
results. A preliminary study shows that administration of 
200 mg/d of G. sylvestre extract decreased the required 
insulin dose by 50% and lowered A1C in both type 1 
and T2DM. It also increased the number of beta cells 
in the pancreas and therefore the internal production 
of insulin. When 400 mg/d of this extract is taken with 
conventional hypoglycemic drugs such as glyburide or 
tolbutamide, some patients were able to reduce the 
dose of the drug or even discontinue its use[39,40]. In 
vivo studies with oral administration of an extract of 
G. sylvestre, Om Santal Adivasi (OSA®) (1 g/d for 60 
d) induced a significant increase in circulating insulin 
and C-peptide, which were associated with significant 
reductions in fasting and postprandial blood glucose. 
In vitro measurements using isolated human islets of 
Langerhans demonstrated direct stimulatory effects of 
OSA® on insulin secretion in human cells, consistent 
with an in vivo mode of action through enhancing 
insulin secretion. As a result, it also stabilizes blood 
sugar and decreases insulin doses. In fact, one patient 
with a disease duration of 10 years and another patient 
with a duration of 2 years and who were both using a 
total of 20 U of insulin a day were able to completely 
discontinue insulin at this point in the study[41].

Individual chemical components of extract of G. 
sylvestre have also been shown to be potent and 
selective antagonists in vitro and in vivo for the β isoform 
of liver X receptor[42] in rats in whom G. sylvestre was 
administered at a dose of 200 mg/kg. Significant 
reductions in lipid levels and an increase in HDL-C have 
been reported[43].

Compounds from the leaves of G. sylvestre may act 
as an endothelial synthase (eNOS) agonist. To further 
confirm the results, animal studies were performed with 
G. sylvestre leaves to demonstrate its future usefulness, 
not only in controlling blood glucose levels in diabetic 
patients but also to help avoid diabetic complications 
such as vascular diseases that occur due to decreased 
availability of NO[44]. One of the most active constituents 
of G. sylvestre is deacyl gymnemic acid (DAGA), which 
is associated with decreases in homeostasis model 
asesment (HOMA) insulin resistance, a surrogate 
marker of insulin resistance, suggesting treatment with 
DAGA at a dose of 200 mg/kg has beneficial effects 
on improvement in insulin sensitivity[30]. Conversely, in 
another study, systolic blood pressure was increased in 
SHR fed a high sucrose diet, but the clinical importance 
of this finding is unknown[37].

Clinical studies investigating antidiabetic effects have 
typically used 200-1000 mg extract daily, standardized 
to contain 25% gymnemic acids[30,39,41].

Adverse effects have not been reported in long-term 
studies in patients with type 1 diabetes[45]. However, 

at high doses, hypoglycemia, weakness, excessive 
sweating and muscular dystrophy may occur[46]. On the 
other hand, due to its lipophilic character, G. sylvestre 
may inhibit intestinal absorption of oleic acid[47]. However, 
the United Nations Organizations has reported only one 
case of toxic hepatitis due to the use of G. sylvestre. 
Additional studies are needed to support its toxic 
effect[48]. The above-mentioned evidence supports the 
possibility of treating MetS with G. sylvestre, although 
more studies are needed.

I. GABONENSIS
I. gabonensis belongs to the family Irvingiaceae. The 
tree of Irvingia, commonly known as mango bush, wild 
bush, dikanut or African mango, is native to Central 
and Occidental Africa[49]. Both the fruit and seeds of I. 
gabonensis are widely consumed in Africa as part of its 
gastronomy. It has recently been reported that roots, 
leaves and an extract of the seeds have medicinal 
properties.

I. gabonensis has been used for the treatment of 
diarrhea and to shorten the time of lactation in women. 
It is also administered for the treatment of colicky pain 
and dysentery. The tree bark has antibiotic properties 
and helps to heal dermal wounds produced by burning. 
It has also been administered for the treatment of 
toothache.

The use of an extract of I. gabonensis seeds has 
been studied as a source of dietary fiber useful to 
decrease glucose and cholesterol concentrations in 
diseases such as diabetes mellitus. Gastric emptying 
is delayed and absorption of glucose at the intestinal 
level is reduced, leading to better insulin sensitivity in 
tissues. This extract has also demonstrated to modify 
distribution of phospholipids, which lowers the plasma 
concentrations of total cholesterol and triglycerides[50]. 
Although the use of the extract of I. gabonensis has 
increased, no pharmacokinetic data have been reported. 

Different studies have been carried out to determine 
the composition, antioxidant capacity, mechanism of 
action and effects of I. gabonensis. One study that 
aimed to identify the principal components of an extract 
of I. gabonensis seeds through high-resolution liquid 
chromatography coupled to mass spectrophotometry 
demonstrated that its principal components are ellagic 
acid, mono-, di-, and tri-O-methyl-ellagic and some 
long-chain glucosides[51].

In relation to its antioxidant activity, a study was 
carried out to evaluate the antioxidant capacity of 14 
species from Cameroon including I. gabonensis. Using 
different methanol extracts and two different assays to 
determine antioxidant capacity - the Folin assay and 
the ferric reduction potential assay - it was found that I. 
gabonensis has an elevated antioxidant concentration of 
approximately 202 mmol/100 g[52]. 

Another experimental study was carried out with 
the aim of investigating the effect of an extract of I. 
gabonensis on inhibition of intracellular triglycerides 
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and the activity of the enzyme glycerol-3-phosphate 
in adipocytes 3T3-L1 of a murine model. Expression 
of some proteins typical of adipogenesis, leptin and 
adiponectin was also studied. Adipocytes were cultivated 
for 8 d after initiation of their differentiation and were 
treated with 0-250 μmol/L of I. gabonensis for 12 and 
24 h at 37 ℃ in an incubator with humidity at 5%. The 
results showed that I. gabonensis significantly inhibits 
adipogenesis in adipocytes. This effect appears to be 
mediated through a decrease in the expression of the 
PPARγ (P < 0.05) and leptin (P < 0.05). An increase in 
adiponectin expression was also found (P < 0.05)[53]. 

An experimental study carried out in diabetic rats 
fed for 4 wk with a typical rat diet supplemented with 
I. gabonensis or cellulose found that both types of 
diets significantly reduced glucose, cholesterol and 
triglycerides concentrations and also increased HDL-C (P 
< 0.05[54]. 

These results agree with results reported in 
another experimental study where the potential of a 
seed extract of I. gabonensis was studied to decrease 
hyperglycemia and hyperlipidemia in a group of diabe
tic rats administered a diet supplemented with I. 
gabonensis for 4 wk. The results showed a significant 
decrease in glucose concentrations, food intake, total 
cholesterol, triglycerides and LDL-C levels. A significant 
increase in HDL-C was also reported (P < 0.05)[49]. 

A study in which the effect of the administration 
of a viscous presentation of I. gabonensis seeds in 
diabetic rats was evaluated for 3 wk at a dose of 2 g/kg 
every 12 h showed that the extract decreased glucose 
concentrations (P < 0.05), decreased activity of the 
enzymes pyruvate kinase and lactate dehydrogenase 
(P < 0.05) and increased the activity of the enzyme 
glucose-6-phosphatase (P < 0.05) compared with the 
control group[55]. 

Another experimental study was carried out to 
evaluate the long-term effect of an aqueous extract 
of the bark of I. gabonensis administered daily to 
rabbits for 24 wk. At the end of the study, glucose 
concentration and body weight significantly decreased (P 
< 0.05)[56]. 

Some clinical trials have been conducted to deter
mine if I. gabonensis has an effect on body weight, 
glucose and lipid concentrations. A double-blind clinical 
trial carried out in 40 obese subjects who received I. 
gabonensis or placebo at a dose of 1.05 g three times/d 
for 1 mo showed that the administration of the extract 
of I. gabonensis decreased on average 5.25 kg of 
body weight (P < 0.001). The subjects also showed 
a significant decrease of total cholesterol, LDL-C and 
triglycerides concentrations and increased their HDL-C[57]. 

Another clinical trial was conducted in 102 
overweight or obese subjects who were randomized 
into two groups: One group who received 150 mg of 
I. gabonensis 30 min prior to breakfast and dinner 
and the other received placebo at the same dose for 
10 wk. The results showed a significant diminution 
on body weight, fat mass and waist circumference. 

Significant differences were also found in plasma 
concentrations of total cholesterol, LDL-C, glucose, 
C-reactive protein, leptin and a significant increase was 
shown for adiponectin and HDL-C concentrations in the I. 
gabonensis group vs placebo[58]. 

An approved dose has not yet been established 
for its use. A systematic review of three randomized 
controlled trials that evaluated the efficacy of I. gabo­
nensis supplementation in the management of over
weight and obesity found that the daily dosages differed 
from approximately 200 mg to approximately 3150 
mg[59].

Adverse events reported in some clinical trials 
regarding the use of I. gabonensis are headache, 
dry mouth, diarrhea, sleep disturbances, and consti
pation[60]. Acute toxicity studies have not reported any 
deaths after the 7-d administration of I. gabonenis at a 
dose of 1600 mg/kg in rats[59].

The different studies performed either in animal 
models or as clinical trials suggest that the admini
stration of I. gabonensis may be a promising option for 
the prevention and treatment of MetS.

RESVERATROL 
As a chemical compound, resveratrol (3,5,4-trihydro
xystilbene) has been described since the 1940s when it 
was isolated for the first time from the roots of a white 
hellebore. Years later, it was extracted from the dried 
roots of a plant called Polygonum cuspidatum, which is 
often used in traditional Chinese medicine[61]. 

Today it is known that resveratrol can be found in 
different quantities in > 70 plants and is also present 
in some foods and beverages such as nuts, berries, 
grapes, peanuts and their derivatives such as red wine. 
The quantity of resveratrol depends of different factors 
such crop type, geographical origin, and climate[62]. 

In plants, resveratrol acts as a phytoalexin, a toxic 
compound produced by plants as a defense mechanism 
in response to the presence of pests and other stressful 
situations such as climate.

Resveratrol can be found in two different isomeric 
forms: cis and trans, the cis form being the more common 
used form due to its pharmacological properties[63]. 

Despite the multiple therapeutic effects attributed to 
resveratrol, its pharmacokinetic characteristics are not 
favorable because of its poor bioavailability. It is rapidly 
metabolized and excreted[64]. 

There is no evidence of the existence of specific 
receptors for resveratrol. However, resveratrol seems to 
accumulate in different tissues, mainly related with its 
absorption and metabolism such as duodenum, colon, 
liver and kidney[65-67]. 

Although most of the studies carried out with 
resveratrol are in regard to its cardioprotective effect, 
there is evidence that resveratrol has other pharma
cological properties in a wide range of chronic diseases 
such as cancer, T2DM, and degenerative diseases 
such as Alzheimer’s as well as having antithrombotic, 
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antiosteoporotic and antimicrobial effects[63,67]. Resvera
trol acts through different mechanisms. Similar to other 
polyphenols, resveratrol has an important antioxidant 
activity and interacts with different receptors, kinases 
and enzymes[68]. Some studies carried out in in vivo 
models reveal that resveratrol activates sirtuin 1 (SIRT1) 
and AMPK, both molecules implicated in metabolism 
regulation; therefore, resveratrol could be a new alter
native for the prevention and treatment of MetS[69].

Activation of SIRT1 by resveratrol decreases the 
activity of PPARγ and therefore adipogenesis, which 
decreases the number of adipocytes and thus obesity. 
Resveratrol also increases phosphorylation of the co-
activator type 1α of PPAR (PGC-1α) and cyclic adenine 
monophosphate (cAMP), which increases lipolysis. 
Resveratrol also enhances the activity of AMPK, which 
decreases the activity of acetyl CoA carboxylase by 
its phosphorylation, resulting in a decrease of lipo
genesis that contributes to the control of obesity 
and dyslipidemia. Increase of the activity of AMPK 
stimulates phosphorylation of the myocyte enhancer 
factor 2 (MEF2), which results in a higher expression of 
GLUT4 and therefore a lower resistance to insulin and a 
diminution of glucose.

Finally, resveratrol increases the activity of endo
thelial eNOS and therefore the NO concentrations, 
which contributes to the vasodilation and indirectly to 
decreased blood pressure[70]. All these effects have been 
confirmed in different studies, both in animal models 
and in clinical trials.

A clinical trial was conducted in 11 males with 
obesity but without any other metabolic alteration. 
Patients received resveratrol or homologated placebo 
at a dose of 150 mg/d for 30 d. Results show that 
resveratrol activated AMPK at the muscular level and 
increases levels of SIRT1 and PGC-1α, resulting in 
higher lipolysis of adipose tissue. A decrease in glucose, 
insulin and HOMA index was also demonstrated[71]. A 
meta-analysis carried out with 11 clinical trials found 
that resveratrol administrated at different doses for at 
least 2 wk in patients with diabetes decreases fasting 
glucose, insulin, A1C and insulin resistance evaluated 
through HOMA index, but this meta-analysis did not 
find any differences in patients without diabetes[72]. 

Although the information obtained about the effects 
of resveratrol on cholesterol and triglycerides concen
trations is inconclusive, some studies performed in 
animal models with MetS have shown that resveratrol 
at different doses reduces atherosclerotic plaque 
formation, total cholesterol and triglycerides[73,61]. 
Clinical trials reported in obese patients have not found 
any significant differences in lipid profile after resveratrol 
administration[71,74].

Our research group[75] conducted a randomized, 
double-blind, placebo-controlled clinical trial in 24 
patients with a diagnosis of MetS in accordance with 
the International Diabetes Federation modified criteria. 
Resveratrol or homologated placebo was administrated 
for 90 d at a dose of 500 mg three times per day. After 

resveratrol administration, significant differences were 
found in total weight (94.4 ± 13.2 kg vs 90.5 ± 12.3 kg, 
P = 0.007), BMI (35.6 ± 3.2 kg/m2 vs 34.3 ± 3.0 kg/m2, 
P = 0.006), fat mass (41.2 ± 7.9 kg vs 38.8 ± 6.0 kg, 
P = 0.001), and waist circumference (109 ± 9 cm vs 
105 ± 10 cm, P = 0.004). There were also significant 
differences in area under the curve (AUC) of insulin 
(48418 ± 22707 pmol/L vs 26473 ± 8273 pmol/L, P 
= 0.003) and total insulin secretion evaluated through 
insulinogenic index (0.48 ± 0.22 pmol/L vs 0.28 ± 0.08 
pmol/L, P = 0.004).

An approved dose has not yet been established 
for its use. In a meta-analysis where the effect of 
resveratrol on glucose control and insulin sensitivity was 
evaluated, a dose range from 8 to 1500 mg/dL was 
found[72].

Some adverse effects reported due to the use of 
resveratrol are headache, abdominal pain and general 
malaise[75]. At high doses (2000 mg twice daily for 1 
wk), a clinical trial reported statistically, but not clinically 
significant, increased serum bilirubin and potassium 
concentrations[76]. Daily dosing of 100 mg for 4 wk did 
not change these values[77]. 

These results lead to the conclusion that resveratrol 
could be an option for the treatment of MetS due to 
the decrease of obesity and by controlling the hyper
secretion of insulin characteristic of this group of 
patients.

URSOLIC ACID
Ursolic acid is a pentacyclic triterpene carboxylic acid 
present as a free acid or as an aglycone part of sapon
ins[78] and can be obtained naturally or synthetically[79]. It 
is also known as urson, prunol, micromerol or malol[80]. 
This compound was considered inactive; however, 
in recent years interest has been sparked due to the 
multiple and varied effects of ursolic acid[79,81]. Evidence 
for this substance appears promising for the treatment 
of MetS.

The main sources of ursolic acid include components 
of certain fruits, herbs and plants. Ursolic acid is found 
in apple peel, cranberry juice and grape skin. It is also 
found in some common spices like rosemary, thyme 
and oregano and has been identified in Ayurvedic herbs 
such as Holy Basil, some traditional Chinese medicinal 
herbs including Jujuba zizyphus, and in yerba mate 
and sage. Ursolic acid also is found in some herbs that 
have attributed antidiabetic effects and is found in small 
amounts in the leaves of some plants[82,83]. 

Ursolic acid is formed by 30 carbons distributed in 
five rings of six carbons and has an hydroxyl group at 
carbon 3, a carboxyl group at carbon 28 and a double 
bond at carbon 12 and 13. Its chemical formula is 
C30H48O3

[84]. Some structurally related compounds 
of ursolic acid include its isomer, oleanolic acid, in 
addition to corosolic, maslinic, latanolic, pomolic, 
camarinic and pomolic acids[85]. These compounds share 
common characteristics of pentacyclic triterpenoids with 
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apparently similar effects, although differing from each 
other in strength[85].

Physicochemical properties of ursolic acid give it 
great stability. Ursolic acid has a molecular weight of 
456.70032 g/mol. Its melting point is 269-271 ℃. It 
has an optical activity of +34° at a concentration of 0.20 
g/100 mL in methanol and a molar solubility in pure 
water at pH 7 and 25 ℃ of 1.11 × 10-5 mg/L[80,84]. 

Evidence demonstrates positive effects in vitro and 
in vivo through various mechanisms in glucose and lipid 
metabolism as well as in body weight and visceral fat 
usually altered in MetS.

Ursolic acid inhibits the enzyme PTP1B, promoting 
phosphorylation of the insulin receptor in vitro, thereby 
stimulating glucose uptake[86,87]. PTPB1 is an enzyme 
associated with the endoplasmic reticulum and plays a 
key role in signaling metabolic pathways that interacts 
and dephosphorylates insulin receptor and leptin, 
causing downregulation signaling of both receptors in 
modulating the mitogenic actions of insulin[88].

Translocation of GLUT4 is increased by ursolic acid as 
part of the action on the insulin receptor and manages 
to improve glucose uptake. GLUT4 is the principal 
glucose transporter protein and thus plays a key role in 
regulating whole body glucose homeostasis[88].

Ursolic acid appears to inhibit the α-amylase 
enzyme, an enzyme that hydrolyzes α-links of large 
polysaccharides such as starch and glycogen to yield 
glucose and maltose. Inhibition of α-amylase has been 
shown to lower blood glucose levels due to lowering the 
breakdown and absorption of starch[89].

Ursolic acid reduces the activity of aldose reductase 
and sorbitol dehydrogenase[90,91]. These enzymes 
catalyze the reduction of hexoses. In the presence of 
hyperglycemia, aldose reductase converts glucose to 
sorbitol. The latter is metabolized to fructose by sorbitol 
dehydrogenase. During this process, the production 
of sorbitol and fructose occurs. Reduced nicotinamide 
adenine dinucleotide phosphate is decreased and 
nicotinamide adenine dinucleotide phosphate is 
increased[91]. Sorbitol increases intracellular osmotic 
pressure and damages tissues by cell edema; fructose 
causes protein fructosylation[90].

The increase in the glyoxalase system produced by 
ursolic acid represents the decrease of cytotoxicity and 
chronic complications caused by methylglyoxal, a toxic 
metabolite produced as a by-product of metabolism. 
This detoxification reaction is carried out by the glyoxa
lase system[92].

Administration of ursolic acid was associated with 
decreased adipocyte differentiation[93]. Adipocytes 
synthesize and release a wide variety of peptide and 
non-peptide substances and also store and mobilize 
triglycerides, cholesterol and retinoids. Lipid-laden 
adipocytes can be emptied and extended, forming cells 
that resemble their predecessors not only in appearance 
but also for its potential for multiplication. This change 
reflects fully differentiated adipocyte regression to an 
earlier or less mature, but complete, stage[93].

Overregulation of the c-Cbl associated protein 
(CAP) was observed in adipocytes treated with ursolic 
acid[94]. CAP is expressed only in insulin-sensitive tissues 
(adipose, liver and muscle). Increase in transcription 
of CAP is directly related to greater sensitivity to insulin 
in adipocytes. It is postulated that CAP would facilitate 
phosphorylation of c-Cbl by the insulin receptor, allowing 
the union of c-Cbl to the insulin-dependent tyrosine 
kinase. The relationship of CAP is an example of a direct 
molecular link between PPARγ sensitivity and insulin in 
adipose tissue[94].

Through the activation of protein kinase A, ursolic 
acid appears to increase lipolysis in vitro as well as 
to decrease hormone-sensitive lipase and perilipin 
activity[93]. Lipolysis favors the production of energy 
from fatty acids into the mitochondria, enabling the 
generation of free fatty acids from triglycerides stored 
in adipocytes of white adipose tissue. As a result, there 
is an activation of fatty acids as well as a translocation 
to the mitochondria from tissues such as muscle and 
brown adipose tissue. As a final result, the production 
of energy occurs from β-oxidation of fatty acids in 
mitochondria and in some cases in the peroxisome[93].  

There is no established dose for ursolic acid. 
Animal studies have found benefits with ursolic acid 
at 0.05%-0.2% of the diet[86-93], which is about 10-40 
mg/kg based on their weight and food intake. In clinical 
trials, a 150-mg dose one to three times a day has been 
used, providing a maximum of 450 mg and revealing 
some biological activity.

No adverse effects have been associated with ursolic 
acid in humans. However, studies in animals have 
reported that ursolic acid at very high doses resulted 
in a decrease of sperm motility, cell death and DNA 
damage[95]. Due to the beneficial effects of ursolic 
acid on several components of the MetS, its clinical 
administration should be further studied.

CONCLUSION
Nutraceutic therapies such as berberine, bitter melon, 
G. sylvestre, I. gabonensis, resveratrol and ursolic acid 
have demonstrated substantial scientific information 
regarding their safety and beneficial effects to be 
comprehensively considered for treating patients with 
MetS. Berberine and resveratrol, which already have 
been studied in patients with MetS, have demonstrated 
valuable results. For the remainder of the nutraceutics 
presented in this review, it may be necessary to perform 
more in-depth studies to be clinically recommended.

REFERENCES
1	 Moreira GC, Cipullo JP, Ciorlia LA, Cesarino CB, Vilela-Martin 

JF. Prevalence of metabolic syndrome: association with risk factors 
and cardiovascular complications in an urban population. PLoS 
One 2014; 9: e105056 [PMID: 25180496 DOI: 10.1371/journal.
pone.0105056]

2	 Alberti KG, Zimmet P, Shaw J. Metabolic syndrome--a new world-
wide definition. A Consensus Statement from the International 

Martínez-Abundis E et al . Nutraceutic therapies for metabolic syndrom



150 April 10, 2016|Volume 7|Issue 7|WJD|www.wjgnet.com

Diabetes Federation. Diabet Med 2006; 23: 469-480 [PMID: 
16681555 DOI: 10.1111/j.1464-5491.2006.01858.x]

3	 Tarantino G, Finelli C. What about non-alcoholic fatty liver 
disease as a new criterion to define metabolic syndrome? World 
J Gastroenterol 2013; 19: 3375-3384 [PMID: 23801829 DOI: 
10.3748/wjg.v19.i22.3375]

4	 González-Ortiz M, Martínez-Abundis E, Jacques-Camarena O, 
Hernández-González SO, Valera-González IG, Ramos-Zavala 
MG. Prevalence of metabolic syndrome in adults with excess of 
adiposity: comparison of the Adult Treatment Panel III criteria with 
the International Diabetes Federation definition. Acta Diabetol 2006; 
43: 84-86 [PMID: 17143786 DOI: 10.1007/s00592-006-0218-2]

5	 González-Ortiz M, Martínez-Abundis E, Robles-Cervantes JA, 
Ramos-Zavala MG. Effect of exenatide on fat deposition and a 
metabolic profile in patients with metabolic syndrome. Metab Syndr 
Relat Disord 2011; 9: 31-34 [PMID: 20874425 DOI: 10.1089/
met.2010.0025]

6	 Tillhon M, Guamán Ortiz LM, Lombardi P, Scovassi AI. Berberine: 
new perspectives for old remedies. Biochem Pharmacol 2012; 84: 
1260-1267 [PMID: 22842630 DOI: 10.1016/j.bcp.2012.07.018]

7	 Derosa G, Maffioli P, Cicero AF. Berberine on metabolic and 
cardiovascular risk factors: an analysis from preclinical evidences 
to clinical trials. Expert Opin Biol Ther 2012; 12: 1113-1124 [PMID: 
22780092 DOI: 10.1517/14712598.2012.704014]

8	 Yin J, Zhang H, Ye J. Traditional chinese medicine in treatment of 
metabolic syndrome. Endocr Metab Immune Disord Drug Targets 
2008; 8: 99-111 [PMID: 18537696 DOI: 10.2174/18715300878453
4330]

9	 Dong H, Wang N, Zhao L, Lu F. Berberine in the treatment of type 
2 diabetes mellitus: a systemic review and meta-analysis. Evid 
Based Complement Alternat Med 2012; 2012: 591654 [PMID: 
23118793 DOI: 10.1155/2012/591654]

10	 Pang B, Zhao LH, Zhou Q, Zhao TY, Wang H, Gu CJ, Tong XL. 
Application of berberine on treating type 2 diabetes mellitus. 
Int J Endocrinol 2015; 2015: 905749 [PMID: 25861268 DOI: 
10.1155/2015/905749]

11	 Dong H, Zhao Y, Zhao L, Lu F. The effects of berberine on 
blood lipids: a systemic review and meta-analysis of randomized 
controlled trials. Planta Med 2013; 79: 437-446 [PMID: 23512497 
DOI: 10.1055/s-0032-1328321]

12	 Guo Z, Sun H, Zhang H, Zhang Y. Anti-hypertensive and 
renoprotective effects of berberine in spontaneously hypertensive 
rats. Clin Exp Hypertens 2015; 37: 332-339 [PMID: 25867076 
DOI: 10.3109/10641963.2014.972560]

13	 Zhang Y, Li X, Zou D, Liu W, Yang J, Zhu N, Huo L, Wang M, 
Hong J, Wu P, Ren G, Ning G. Treatment of type 2 diabetes and 
dyslipidemia with the natural plant alkaloid berberine. J Clin 
Endocrinol Metab 2008; 93: 2559-2565 [PMID: 18397984 DOI: 
10.1210/jc.2007-2404]

14	 Pérez-Rubio KG, González-Ortiz M, Martínez-Abundis E, 
Robles-Cervantes JA, Espinel-Bermúdez MC. Effect of berberine 
administration on metabolic syndrome, insulin sensitivity, and 
insulin secretion. Metab Syndr Relat Disord 2013; 11: 366-369 
[PMID: 23808999 DOI: 10.1089/met.2012.0183]

15	 Grover JK, Yadav SP. Pharmacological actions and potential uses 
of Momordica charantia: a review. J Ethnopharmacol 2004; 93: 
123-132 [PMID: 15182917 DOI: 10.1016/j.jep.2004.03.035]

16	 Efird JT, Choi YM, Davies SW, Mehra S, Anderson EJ, Katunga 
LA. Potential for improved glycemic control with dietary 
Momordica charantia in patients with insulin resistance and pre-
diabetes. Int J Environ Res Public Health 2014; 11: 2328-2345 
[PMID: 24566057 DOI: 10.3390/ijerph110202328]

17	 Chaturvedi P. Antidiabetic potentials of Momordica charantia: 
multiple mechanisms behind the effects. J Med Food 2012; 15: 
101-107 [PMID: 22191631 DOI: 10.1089/jmf.2010.0258]

18	 Tsai CH, Chen EC, Tsay HS, Huang CJ. Wild bitter gourd 
improves metabolic syndrome: a preliminary dietary supple­
mentation trial. Nutr J 2012; 11: 4 [PMID: 22243626 DOI: 
10.1186/1475-2891-11-4]

19	 Klomann SD, Mueller AS, Pallauf J, Krawinkel MB. Antidiabetic 

effects of bitter gourd extracts in insulin-resistant db/db mice. Br 
J Nutr 2010; 104: 1613-1620 [PMID: 20615270 DOI: 10.1017/
S0007114510002680]

20	 Kumar Shetty A, Suresh Kumar G, Veerayya Salimath P. Bitter 
gourd (Momordica charantia) modulates activities of intestinal and 
renal disaccharidases in streptozotocin-induced diabetic rats. Mol 
Nutr Food Res 2005; 49: 791-796 [PMID: 16007724 DOI: 10.1002/
mnfr.200500035]

21	 Shetty AK, Kumar GS, Sambaiah K, Salimath PV. Effect of bitter 
gourd (Momordica charantia) on glycaemic status in streptozotocin 
induced diabetic rats. Plant Foods Hum Nutr 2005; 60: 109-112 
[PMID: 16187012 DOI: 10.1007/s11130-005-6837-x]

22	 Virdi J, Sivakami S, Shahani S, Suthar AC, Banavalikar MM, 
Biyani MK. Antihyperglycemic effects of three extracts from 
Momordica charantia. J Ethnopharmacol 2003; 88: 107-111 [PMID: 
12902059 DOI: 10.1016/S0378-8741(03)00184-3]

23	 Fuangchan A, Sonthisombat P, Seubnukarn T, Chanouan R, 
Chotchaisuwat P, Sirigulsatien V, Ingkaninan K, Plianbangchang 
P, Haines ST. Hypoglycemic effect of bitter melon compared 
with metformin in newly diagnosed type 2 diabetes patients. J 
Ethnopharmacol 2011; 134: 422-428 [PMID: 21211558 DOI: 
10.1016/j.jep.2010.12.045]

24	 Fuangchan A, Seubnukarn T, Jungpattanawadee D, Sonthisombat P, 
Ingkaninan K, Plianbangchang P, Haines ST. Retrospective study on 
the use of bitter melon for type 2 diabetes at Dansai Crown Prince 
Hospital, Thailand. Srinagarind Med J 2009; 24: 332-338

25	 Ojewole JA, Adewole SO, Olayiwola G. Hypoglycaemic and 
hypotensive effects of Momordica charantia Linn (Cucurbitaceae) 
whole-plant aqueous extract in rats. Cardiovasc J S Afr 2006; 17: 
227-232 [PMID: 17117226]

26	 Clouatre DL, Rao SN, Preuss HG. Bitter melon extracts in diabetic 
and normal rats favorably influence blood glucose and blood 
pressure regulation. J Med Food 2011; 14: 1496-1504 [PMID: 
21861717 DOI: 10.1089/jmf.2010.0276]

27	 Chaturvedi P, George S, Milinganyo M, Tripathi YB. Effect of 
Momordica charantia on lipid profile and oral glucose tolerance in 
diabetic rats. Phytother Res 2004; 18: 954-956 [PMID: 15597317 
DOI: 10.1002/ptr.1589]

28	 Sinsheimer JE, Rao GS. Constituents from Gymnema sylvestre 
leaves. VI. Acylated genins of the gymnemic acids--isolated and 
preliminary characterization. J Pharm Sci 1970; 59: 629-632 [PMID: 
5450284 DOI: 10.1002/jps.2600590511]

29	 Chakraborty D, Ghosh S, Bishayee K, Mukherjee A, Sikdar S, 
Khuda-Bukhsh AR. Antihyperglycemic drug Gymnema sylvestre 
also shows anticancer potentials in human melanoma A375 cells 
via reactive oxygen species generation and mitochondria-dependent 
caspase pathway. Integr Cancer Ther 2013; 12: 433-441 [PMID: 
23615751 DOI: 10.1177/1534735413485419]

30	 Bhansali S, Shafiq N, Pandhi P, Singh AP, Singh I, Singh PK, 
Sharma S, Malhotra S. Effect of a deacyl gymnemic acid on 
glucose homeostasis & amp; metabolic parameters in a rat model 
of metabolic syndrome. Indian J Med Res 2013; 137: 1174-1179 
[PMID: 23852298 DOI: 10.1016/0378-8741(83)90021-1]

31	 Schroeder JA, Flannery-Schroeder E. Use of the Herb Gymnema 
sylvestre to Illustrate the Principles of Gustatory Sensation: An 
Undergraduate Neuroscience Laboratory Exercise. J Undergrad 
Neurosci Educ 2005; 3: A59-A62 [PMID: 23493970]

32	 Warren RP, Warren RM, Weninger MG. Inhibition of the sweet 
taste by Gymnema sylvestre. Nature 1969; 223: 94-95 [PMID: 
5792442 DOI: 10.1038/223094a0]

33	 Kumar V, Bhandari U, Tripathi CD, Khanna G. Anti-obesity effect 
of Gymnema sylvestre extract on high fat diet-induced obesity in 
Wistar rats. Drug Res (Stuttg) 2013; 63: 625-632 [PMID: 23842942 
DOI: 10.1055/s-0033-1349852]

34	 Kumar V, Bhandari U, Tripathi CD, Khanna G. Evaluation of 
antiobesity and cardioprotective effect of Gymnema sylvestre 
extract in murine model. Indian J Pharmacol 2012; 44: 607-613 
[PMID: 23112423 DOI: 10.4103/0253-7613.100387]

35	 Nielubowicz J. Magic of the physician’s word. Pol Tyg Lek 1991; 
46: 679-684 [PMID: 1669131 DOI: 10.1007/s11010-005-9049-7]

Martínez-Abundis E et al . Nutraceutic therapies for metabolic syndrom



151 April 10, 2016|Volume 7|Issue 7|WJD|www.wjgnet.com

36	 Woodgate DE, Conquer JA. Effects of a stimulant-free dietary 
supplement on body weight and fat loss in obese adults: a six-
week exploratory study. Curr Ther Res Clin Exp 2003; 64: 248-262 
[PMID: 24944372 DOI: 10.1016/S0011-393X(03)00058-4]

37	 Preuss HG, Jarrell ST, Scheckenbach R, Lieberman S, Anderson 
RA. Comparative effects of chromium, vanadium and gymnema 
sylvestre on sugar-induced blood pressure elevations in SHR. J Am 
Coll Nutr 1998; 17: 116-123 [PMID: 9550454 DOI: 10.1080/07315
724.1998.10718736]

38	 Wang Y, Dawid C, Kottra G, Daniel H, Hofmann T. Gymnemic 
acids inhibit sodium-dependent glucose transporter 1. J Agric Food 
Chem 2014; 62: 5925-5931 [PMID: 24856809 DOI: 10.1021/
jf501766u]

39	 Baskaran K, Kizar Ahamath B, Radha Shanmugasundaram K, 
Shanmugasundaram ER. Antidiabetic effect of a leaf extract from 
Gymnema sylvestre in non-insulin-dependent diabetes mellitus 
patients. J Ethnopharmacol 1990; 30: 295-300 [PMID: 2259217 
DOI: 10.1016/0378-8741(90)90108-6]

40	 Shanmugasundaram ER, Rajeswari G, Baskaran K, Rajesh 
Kumar BR, Radha Shanmugasundaram K, Kizar Ahmath B. Use of 
Gymnema sylvestre leaf extract in the control of blood glucose in 
insulin-dependent diabetes mellitus. J Ethnopharmacol 1990; 30: 
281-294 [PMID: 2259216 DOI: 10.1016/0378-8741(90)90107-5]

41	 Al-Romaiyan A, Liu B, Asare-Anane H, Maity CR, Chatterjee SK, 
Koley N, Biswas T, Chatterji AK, Huang GC, Amiel SA, Persaud 
SJ, Jones PM. A novel Gymnema sylvestre extract stimulates insulin 
secretion from human islets in vivo and in vitro. Phytother Res 
2010; 24: 1370-1376 [PMID: 20812281 DOI: 10.1002/ptr.3125]

42	 Renga B, Festa C, De Marino S, Di Micco S, D’Auria MV, Bifulco 
G, Fiorucci S, Zampella A. Molecular decodification of gymnemic 
acids from Gymnema sylvestre. Discovery of a new class of liver X 
receptor antagonists. Steroids 2015; 96: 121-131 [PMID: 25668616 
DOI: 10.1016/j.steroids.2015.01.024]

43	 Rachh PR, Rachh MR, Ghadiya NR, Modi DC, Modi KP, Patel 
NM, Rupareliya MT. Antihyperlipidemic Activity of Gymenma 
sylvestre R. Br. Leaf Extract on Rats Fed with High Cholesterol 
Diet. Inter J Pharmacol 2010; 6: 138-141 [DOI: 10.3923/
ijp.2010.138.141]

44	 Khan KA, Shabnam D, Mohammed AS. Molecular docking and 
preclinical studies of Gymnema sylvestre on endothelial nitric oxide 
synthase (enos) in Type-2 diabetes related complications. J Young 
Pharm 2014; 6: 25-32 [DOI: 10.5530/jyp.2014.4.5]

45	 Thakur GS, Sharma R, Sanodiya BS, Pandey M, Prasad GBKS, 
Bisen PS. Gymnema sylvestre: An Alternative Therapeutic Agent 
for Management of Diabetes. JAPS 2012; 2: 1-6 [DOI: 10.7324/
JAPS.2012.21201]

46	 Tiwari P, Mishra BN, Sangwan NS. Phytochemical and pharma­
cological properties of Gymnema sylvestre: an important medicinal 
plant. Biomed Res Int 2014; 2014: 1-18 [DOI: 10.1155/2014/830285]

47	 El Shafey AAM, El-Ezabi MM, Seleim MME, Ouda HHM, 
Ibrahim DS. Effect of Gymnema sylvestre R. Br. leaves extract on 
certain physiological parameters of diabetic rats. J King Saud Univ  
2013; 25: 135-141 [DOI: 10.1016/j.jksus.2012.11.001]

48	 Song C, Yang Z, Zhong M, Chen Z. Sericin protects against 
diabetes-induced injuries in sciatic nerve and related nerve cells. 
Neural Regen Res 2013; 8: 506-513 [PMID: 25206693 DOI: 
10.3969/j.issn.1673-5374.2013.06.003]

49	 Dzeufiet PD, Ngeutse FD, Dimo T, Tédong L, Ngueguim TF 
Tchamadeu MC, Nkouambou NC, Sokeng SD, Kamtchouing P. 
Hypoglycemic and hypolipidemic effects of Irvingia gabonensis in 
diabetic rats. Pharmacologyonline 2009; 2: 957-962

50	 Ainge L, Brown N. Bush Mango (Irvingia gabonensis and I. 
wombolu). In: Clark LE, Sunderland TC. The Key Non-Timber 
Forest Products of Central Africa: State of the Knowledge. USAID, 
Bureau for Arica, Office of Sustainable Development, 2004: 15-35

51	 Sun J, Chen P. Ultra high-performance liquid chromatography 
with high-resolution mass spectrometry analysis of African 
mango (Irvingia gabonensis) seeds, extract, and related dietary 
supplements. J Agric Food Chem 2012; 60: 8703-8709 [PMID: 
22880691 DOI: 10.1021/jf301703u]

52	 Agbor GA, Oben JE, Ngogang JY, Xinxing C, Vinson JA. 
Antioxidant capacity of some herbs/spices from cameroon: a 
comparative study of two methods. J Agric Food Chem 2005; 53: 
6819-6824 [PMID: 16104805 DOI: 10.1021/jf050445c]

53	 Oben JE, Ngondi JL, Blum K. Inhibition of Irvingia gabonensis 
seed extract (OB131) on adipogenesis as mediated via down 
regulation of the PPARgamma and leptin genes and up-regulation 
of the adiponectin gene. Lipids Health Dis 2008; 7: 44 [PMID: 
19014517 DOI: 10.1186/1476-511X-7-44]

54	 Omoruyi F, Adamson I. Effect of supplements of dikanut (Irvingia 
gabonensis) and cellulose on plasma lipids and composition 
of hepatic phospholipids in streptozotocin-induced diabetic 
rats. Nutrition Research 1994; 14: 537-544 [DOI: 10.1016/
S0271-5317(05)80217-9]

55	 Ozula RI, Eriyamremu GE, Okene EO, Ochei U. Hypoglycaemic 
effects of viscous preparation of Irvingia gabonensis (Dikanut) seeds in 
Streptozotocin-Induced Diabetic Wistar Rats. Journal of Herbs, Spices 
& Medical Plants 2014; 12: 1-9 [DOI: 10.1300/J044v12n04_01]

56	 Omonkhua AA ,  Onoagbe IO. Effects of long-term oral 
administration of aqueous extracts of Irvingia gabonensis bark 
on blood glucose and liver profile of normal rabbits. Journal of 
Medicinal Plants Research 2012; 6: 2581-2589 [DOI: 10.5897/
JMPR11.561]

57	 Ngondi JL, Oben JE, Minka SR. The effect of Irvingia gabonensis 
seeds on body weight and blood lipids of obese subjects in 
Cameroon. Lipids Health Dis 2005; 4: 12 [PMID: 15916709 DOI: 
10.1186/1476-511X-4-12]

58	 Ngondi JL, Etoundi BC, Nyangono CB, Mbofung CM, Oben JE. 
IGOB131, a novel seed extract of the West African plant Irvingia 
gabonensis, significantly reduces body weight and improves 
metabolic parameters in overweight humans in a randomized 
double-blind placebo controlled investigation. Lipids Health Dis 
2009; 8: 7 [PMID: 19254366 DOI: 10.1186/1476-511X-8-7]

59	 Onakpoya I, Davies L, Posadzki P, Ernst E. The efficacy of Irvingia 
gabonensis supplementation in the management of overweight and 
obesity: a systematic review of randomized controlled trials. J Diet 
Suppl 2013; 10: 29-38 [PMID: 23419021]

60	 African Mango. Accessed 2014 December 15. Available from: 
URL: http://www.drugs.com/npp/african-mango.html

61	 Baur JA, Sinclair DA. Therapeutic potential of resveratrol: the 
in vivo evidence. Nat Rev Drug Discov 2006; 5: 493-506 [PMID: 
16732220 DOI: 10.1038/nrd2060]

62	 Zhang J. Resveratrol inhibits insulin responses in a SirT1-
independent pathway. Biochem J 2006; 397: 519-527 [PMID: 
16626303 DOI: 10.1042/BJ20050977]

63	 Millán-Parrila F, Serrano-San Miguel G. Resveratrol nuevos retos 
en el tratamiento anti-envejecimiento. Salud Estética 2008; 5: 1-5

64	 Kaldas MI, Walle UK, Walle T. Resveratrol transport and 
metabolism by human intestinal Caco-2 cells. J Pharm Pharmacol 
2003; 55: 307-312 [PMID: 12724035 DOI: 10.1211/002235702612]

65	 Walle T. Bioavailability of resveratrol. Ann N Y Acad Sci 2011; 1215: 
9-15 [PMID: 21261636 DOI: 10.1111/j.1749-6632.2010.05842.x]

66	 Timmers S, Auwerx J, Schrauwen P. The journey of resveratrol 
from yeast to human. Aging (Albany NY) 2012; 4: 146-158 [PMID: 
22436213]

67	 Northrop MW, Piper GM. A study of diets of patients in a prenatal 
clinic with an attempt to correlate dietary adequacy with physical 
findings. Northwest Med 1947; 46: 294-298 [PMID: 20291649]

68	 Beaudeux JL, Nivet-Antoine V, Giral P. Resveratrol: a relevant 
pharmacological approach for the treatment of metabolic syndrome? 
Curr Opin Clin Nutr Metab Care 2010; 13: 729-736 [PMID: 
20823772 DOI: 10.1097/MCO.0b013e32833ef291]

69	 Smoliga JM, Baur JA, Hausenblas HA. Resveratrol and health-
-a comprehensive review of human clinical trials. Mol Nutr 
Food Res 2011; 55: 1129-1141 [PMID: 21688389 DOI: 10.1002/
mnfr.201100143]

70	 Baile CA, Yang JY, Rayalam S, Hartzell DL, Lai CY, Andersen 
C, Della-Fera MA. Effect of resveratrol on fat mobilization. Ann 
N Y Acad Sci 2011; 1215: 40-47 [PMID: 21261640 DOI: 10.1111/
j.1749-6632.2010.05845.x]

Martínez-Abundis E et al . Nutraceutic therapies for metabolic syndrom



152 April 10, 2016|Volume 7|Issue 7|WJD|www.wjgnet.com

71	 Timmers S, Konings E, Bilet L, Houtkooper RH, van de Weijer 
T, Goossens GH, Hoeks J, van der Krieken S, Ryu D, Kersten S, 
Moonen-Kornips E, Hesselink MK, Kunz I, Schrauwen-Hinderling 
VB, Blaak EE, Auwerx J, Schrauwen P. Calorie restriction-like effects 
of 30 days of resveratrol supplementation on energy metabolism and 
metabolic profile in obese humans. Cell Metab 2011; 14: 612-622 
[PMID: 22055504 DOI: 10.1016/j.cmet.2011.10.002]

72	 Liu K, Zhou R, Wang B, Mi MT. Effect of resveratrol on glucose 
control and insulin sensitivity: a meta-analysis of 11 randomized 
controlled trials. Am J Clin Nutr 2014; 99: 1510-1519 [PMID: 
24695890 DOI: 10.3945/ajcn.113.082024]

73	 Robich MP, Osipov RM, Chu LM, Han Y, Feng J, Nezafat R, 
Clements RT, Manning WJ, Sellke FW. Resveratrol modifies 
risk factors for coronary artery disease in swine with metabolic 
syndrome and myocardial ischemia. Eur J Pharmacol 2011; 664: 
45-53 [PMID: 21575630 DOI: 10.1016/j.ejphar.2011.04.059]

74	 Poulsen MM, Vestergaard PF, Clasen BF, Radko Y, Christensen 
LP, Stødkilde-Jørgensen H, Møller N, Jessen N, Pedersen SB, 
Jørgensen JO. High-dose resveratrol supplementation in obese men: 
an investigator-initiated, randomized, placebo-controlled clinical trial 
of substrate metabolism, insulin sensitivity, and body composition. 
Diabetes 2013; 62: 1186-1195 [PMID: 23193181 DOI: 10.2337/
db12-0975]

75	 Méndez-del Villar M, González-Ortiz M, Martínez-Abundis 
E, Pérez-Rubio KG, Lizárraga-Valdez R. Effect of resveratrol 
administration on metabolic syndrome, insulin sensitivity, and 
insulin secretion. Metab Syndr Relat Disord 2014; 12: 497-501 
[PMID: 25137036 DOI: 10.1089/met.2014.0082]

76	 la Porte C, Voduc N, Zhang G, Seguin I, Tardiff D, Singhal N, 
Cameron DW. Steady-State pharmacokinetics and tolerability of 
trans-resveratrol 2000 mg twice daily with food, quercetin and 
alcohol (ethanol) in healthy human subjects. Clin Pharmacokinet 
2010; 49: 449-454 [PMID: 20528005 DOI: 10.2165/11531820-000
000000-00000]

77	 Chow HH, Garland LL, Hsu CH, Vining DR, Chew WM, Miller 
JA, Perloff M, Crowell JA, Alberts DS. Resveratrol modulates drug- 
and carcinogen-metabolizing enzymes in a healthy volunteer study. 
Cancer Prev Res (Phila) 2010; 3: 1168-1175 [PMID: 20716633 
DOI: 10.1158/1940-6207.CAPR-09-0155]

78	 Liu J. Pharmacology of oleanolic acid and ursolic acid. J 
Ethnopharmacol 1995; 49: 57-68 [PMID: 8847885 DOI: 10.1016/0
378-8741(95)90032-2]

79	 Liu J. Oleanolic acid and ursolic acid: research perspectives. 
J Ethnopharmacol 2005; 100: 92-94 [PMID: 15994040 DOI: 
10.1016/j.jep.2005.05.024]

80	 Checker R, Sandur SK, Sharma D, Patwardhan RS, Jayakumar 
S, Kohli V, Sethi G, Aggarwal BB, Sainis KB. Potent anti-
inflammatory activity of ursolic acid, a triterpenoid antioxidant, is 
mediated through suppression of NF-κB, AP-1 and NF-AT. PLoS 
One 2012; 7: e31318 [PMID: 22363615 DOI: 10.1371/journal.
pone.0031318]

81	 Ikeda Y, Murakami A, Ohigashi H. Ursolic acid: an anti- and pro-
inflammatory triterpenoid. Mol Nutr Food Res 2008; 52: 26-42 
[PMID: 18203131 DOI: 10.1002/mnfr.200700389]

82	 Kowalski R. Studies of selected plant raw materials as alternative 
sources of triterpenes of oleanolic and ursolic acid types. J Agric 

Food Chem 2007; 55: 656-662 [PMID: 17263457 DOI: 10.1021/
jf0625858]

83	 Jäger S, Trojan H, Kopp T, Laszczyk MN, Scheffler A. Pentacyclic 
triterpene distribution in various plants - rich sources for a new 
group of multi-potent plant extracts. Molecules 2009; 14: 2016-2031 
[PMID: 19513002 DOI: 10.3390/molecules14062016]

84	 Pubchem Open Chemistry Database. Bethesda: National 
Center for Biotechnology Information, U.S. National Library 
of Medicine; 2005. [accessed 2015 Jun 19]. Available from: 
URL: https://pubchem.ncbi.nlm.nih.gov/search/#collection=com­
pounds&query_type=text&query=”Ursolic acid”

85	 Ahmed Z, Ali D, Malik A. Structure determination of ursene-
type triterpenes by NMR techniques. Magn Reson Chem 2006; 44: 
717-719 [PMID: 16607673 DOI: 10.1002/mrc.1803]

86	 Zhang W, Hong D, Zhou Y, Zhang Y, Shen Q, Li JY, Hu LH, Li J. 
Ursolic acid and its derivative inhibit protein tyrosine phosphatase 
1B, enhancing insulin receptor phosphorylation and stimulating 
glucose uptake. Biochim Biophys Acta 2006; 1760: 1505-1512 
[PMID: 16828971 DOI: 10.1016/j.bbagen.2006.05.009]

87	 Na M, Yang S, He L, Oh H, Kim BS, Oh WK, Kim BY, Ahn 
JS. Inhibition of protein tyrosine phosphatase 1B by ursane-type 
triterpenes isolated from Symplocos paniculata. Planta Med 2006; 
72: 261-263 [PMID: 16534732 DOI: 10.1055/s-2005-873194]

88	 He Y, Li W, Li Y, Zhang S, Wang Y, Sun C. Ursolic acid increases 
glucose uptake through the PI3K signaling pathway in adipocytes. 
PLoS One 2014; 9: e110711 [PMID: 25329874 DOI: 10.1371/
journal.pone.0110711]

89	 Ali H, Houghton PJ, Soumyanath A. alpha-Amylase inhibitory 
activity of some Malaysian plants used to treat diabetes; with 
particular reference to Phyllanthus amarus. J Ethnopharmacol 2006; 
107: 449-455 [PMID: 16678367 DOI: 10.1016/j.jep.2006.04.004]

90	 Lee EH, Popov SA, Lee JY, Shpatov AV, Kukina TP, Kang SW, Pan 
CH, Um BH, Jung SH. Inhibitory effect of ursolic acid derivatives 
on recombinant human aldose reductase. Bioorg Khim 2011; 37: 
637-644 [PMID: 22332359 DOI: 10.1134/S1068162011050050]

91	 Jang SM, Kim MJ, Choi MS, Kwon EY, Lee MK. Inhibitory effects 
of ursolic acid on hepatic polyol pathway and glucose production 
in streptozotocin-induced diabetic mice. Metabolism 2010; 59: 
512-519 [PMID: 19846180 DOI: 10.1016/j.metabol.2009.07.040]

92	 Wang ZH, Hsu CC, Huang CN, Yin MC. Anti-glycative effects 
of oleanolic acid and ursolic acid in kidney of diabetic mice. Eur J 
Pharmacol 2010; 628: 255-260 [PMID: 19917277 DOI: 10.1016/
j.ejphar.2009.11.019]

93	 Li Y, Kang Z, Li S, Kong T, Liu X, Sun C. Ursolic acid stimulates 
lipolysis in primary-cultured rat adipocytes. Mol Nutr Food Res 2010; 
54: 1609-1617 [PMID: 20521271 DOI: 10.1002/mnfr.200900564]

94	 Li D, Wang GL, Shan MY, Liu JH, Wang L, Zhu DZ. Effects of 
ursolic acid on c-Cbl-associated protein expression in 3T3-L1 
adipocytes with insulin resistance. Zhongxiyi Jiehe Xuebao 2012; 
10: 886-893 [PMID: 22883405 DOI: 10.3736/jcim20120809]

95	 Wang XH, Zhou SY, Qian ZZ, Zhang HL, Qiu LH, Song Z, Zhao J, 
Wang P, Hao XS, Wang HQ. Evaluation of toxicity and single-dose 
pharmacokinetics of intravenous ursolic acid liposomes in healthy 
adult volunteers and patients with advanced solid tumors. Expert 
Opin Drug Metab Toxicol 2013; 9: 117-125 [PMID: 23134084 
DOI: 10.1517/17425255.2013.738667]

P- Reviewer: Cheng JT, Lyerly Jr GW, Tarantino G    
S- Editor: Kong JX    L- Editor: A    E- Editor: Wu HL

Martínez-Abundis E et al . Nutraceutic therapies for metabolic syndrom



Noha Amin, John Doupis

Noha Amin, Department of Internal Medicine (Diabetes and 
Metabolism Unit), Alexandria University, Alexandria 21526, 
Egypt

John Doupis, Iatriko Paleou Falirou Medical Center, Division of 
Diabetes and Clinical Research Center, 17562 Athens, Greece

John Doupis, Postgraduate Diabetes Education, Institute of 
Molecular and Experimental Medicine, Cardiff University School 
of Medicine, Cardiff, CF14 4XN, United Kingdom

Author contributions: This paper is a part of Amin Noha’s MSc 
Dissertation in Postgraduate Diabetes Education, Institute of 
Molecular and Experimental Medicine, Cardiff University School 
of Medicine; the MSc dissertation was supervised by Dr. John 
Doupis.

Conflict-of-interest statement: The authors have no conflict of 
interest to disclose. 

Open-Access: This article is an open-access article which was 
selected by an in-house editor and fully peer-reviewed by external 
reviewers. It is distributed in accordance with the Creative 
Commons Attribution Non Commercial (CC BY-NC 4.0) license, 
which permits others to distribute, remix, adapt, build upon this 
work non-commercially, and license their derivative works on 
different terms, provided the original work is properly cited and 
the use is non-commercial. See: http://creativecommons.org/
licenses/by-nc/4.0/

Correspondence to: John Doupis, MD, PhD, Iatriko Paleou 
Falirou Medical Center, Division of Diabetes and Clinical 
Research Center, 36 Areos st, Paleo Faliro, 17562 Athens, 
Greece. john.doupis@joslin.harvard.edu
Telephone: +30-210-9892300
Fax: +30-210-9892300

Received: August 27, 2015
Peer-review started: August 30, 2015
First decision: September 28, 2015
Revised: November 2, 2015
Accepted: February 14, 2016
Article in press: February 16, 2016
Published online: April 10, 2016

Abstract
The burden of diabetic foot disease (DFD) is expected 
to increase in the future. The incidence of DFD is still 
rising due to the high prevalence of DFD predisposing 
factors. DFD is multifactorial in nature; however most 
of the diabetic foot amputations are preceded by foot 
ulceration. Diabetic peripheral neuropathy (DPN) is a 
major risk factor for foot ulceration. DPN leads to loss of 
protective sensation resulting in continuous unconscious 
traumas. Patient education and detection of high risk 
foot are essential for the prevention of foot ulceration 
and amputation. Proper assessment of the diabetic foot 
ulceration and appropriate management ensure better 
prognosis. Management is based on revascularization 
procedures, wound debridement, treatment of infection 
and ulcer offloading. Management and type of dressing 
applied are tailored according to the type of wound and 
the foot condition. The scope of this review paper is to 
describe the diabetic foot syndrome starting from the 
evaluation of the foot at risk for ulceration, up to the 
new treatment modalities.

Key words: Diabetes; Diabetic foot; Diabetic ulcer; 
Diabetic complications; Diabetic neuropathy; Diabetic 
macroanggiopathy 
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Core tip: Foot at risk evaluation is crucial to diabetic 
foot ulceration prevention. Diabetic foot ulcer treatment 
includes standard wound care procedures, as well as, 
other novel treatment modalities always as add on 
therapy. 
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INTRODUCTION
The diabetic foot syndrome or disease (DFD) includes 
several pathologies, mainly diabetic peripheral neuro­
pathy and peripheral arterial disease which result in 
foot ulceration. Diabetic foot ulceration may ultimately 
lead to amputation, especially when wound infection 
or osteomyelitis are involved. Diabetic foot ulcer is 
defined as a full-thickness wound which is present at 
a level distal to the ankle in patients with diabetes[1,2]. 
Special categories like Charcot neuroarthropathy are 
also included in the DFD[3]. Patients with diabetic foot 
are also more likely to present with other diabetes-
related complications such as nephropathy, retinopathy, 
ischemic heart disease and cerebrovascular disease[4].

DFD is a common complication which is multifactorial 
in nature. A good understanding of its various predis­
posing risk factors would help in both prevention and 
treatment of this devastating medical condition. The 
present review paper attempts to address the major 
challenges and barriers for a better approach of the 
DFD. 

EPIDEMIOLOGY
DFD occurs in all types of diabetes showing higher 
prevalence among males and in patients more than 60 
years old[3]. The burden of DFD is expected to rise in 
the future, giving that the prevalence of its predisposing 
factors - mainly the diabetic peripheral neuropathy and 
peripheral limb ischemia are continually increasing[5]. 
Epidemiological studies for the DFD incidence and 
prevalence, present various conduction difficulties 
mostly related to the diagnostic tests used and the 
population selection[6].

The annual incidence of foot ulceration is estimated 
to be approximately 1%-4%[7,8], and its prevalence 
ranges from 4% to 10%, whereas, the lifetime risk for 
the development of a diabetic foot ulcer in patients with 
diabetes ranges from 15% to as high as 25%[7,9].

The presence of foot ulceration is considered to be 
the main precursor of a lower extremity amputation 
among patients with diabetes[10]. Apart from the diabetic 
peripheral neuropathy and the peripheral vascular 
disease, several other risk factors were identified such 
as, the limited joint mobility, the foot deformities and 
any previous ulceration or amputation at the same or 
contralateral limb. Other risk factors are related to the 
patient’s general condition including; impaired visual 
acuity, older age, chronic renal disease, long duration of 
diabetes & sustained uncontrolled hyperglycemia[11-14]. 

DIABETIC NEUROPATHY
According to the International Consensus Group on 

Neuropathy; the diabetic neuropathy is defined as 
the detection of manifestations of peripheral nerve 
dysfunction in people with diabetes, after excluding 
other possible causes of peripheral neuropathy[15]. It is 
not an uncommon condition; in fact it is one of the most 
common long term complications of diabetes and the 
most common form of neuropathy in many parts of the 
world.

The presence of diabetic peripheral neuropathy, 
even with trivial trauma, is the initiating factor of 
the development of foot ulceration in patients with 
diabetes. It has been reported that the risk for diabetic 
foot ulceration increases by seven fold in patients with 
peripheral diabetic neuropathy[16,17]. It is also estimated 
that 45% to 60% of all ulcerations in patients with 
diabetes are mainly due to neuropathy, while 45% 
of the ulcers are due to combined neuropathic and 
ischemic factors (Figure 1)[12,16,18,19].

Distal bilateral symmetrical neuropathy
This form of neuropathy is the commonest presentation 
among patients with diabetes. It usually starts in the 
lower limbs while the upper limbs may be also involved 
too in some cases. It has a progressive course, starting 
distally and then proceeds proximally as the severity 
of nerve dysfunction increases. It usually presents in a 
glove and stocking pattern of abnormal sensations[20].

The distal symmetrical diabetic neuropathy may 
present with different clinical symptoms. Patients may 
describe it as symptoms of unpleasant sensations such 
as tingling, burning, prickling, electric shocks, lancinating 
pain, hyperalgesia (exaggerated perception of pain 
on application of a painful stimulus) or even allodynia 
(contact pain or pain perception due to a non-painful 
stimulus). Some patients may report abnormal cold or 
hot feelings in their feet or persistent painful cramp-like 
sensations even at rest[21]. It is worth mentioning that 
most of the patients may be completely asymptomatic 
and unaware of having peripheral neuropathy. Patients 
may present with diabetic foot ulceration even without 
any preceding neuropathic complaints[12].

Although the sensory nerve fibers are the most 

154 April 10, 2016|Volume 7|Issue 7|WJD|www.wjgnet.com

Amin N et al . Diabetic foot disease: From A to Z

Figure 1  A neuropathic ulcer in a patient with severe diabetic peripheral 
neuropathy.
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ability (evaluates A-beta fibers, determining the 
patient’s threshold for light touch and pressure) of the 
foot through the application of gentle pressure to the 
handle until the nylon filament is buckled for 2 s. Many 
different sizes of filaments are available with the 10-g 
pressure monofilament (5.07 monofilament) to be the 
most commonly used for pressure sensation evaluation. 
Around 90% of the patients with insensate diabetic foot 
could be identified on testing four planter sites (great 
toe and the base of first, third and fifth metatarsals)[41]. 
Monofilament test has shown a sensitivity of (66%-91%) 
in detection of diabetic patients at high risk for foot 
ulceration in several studies[18,42,43]. The monofilament 
test is a quick and painless method, easily acceptable 
from the patient, easy to administer by the physicians, 
portable and inexpensive[40].

Vibration perception: The impairment of vibration 
perception is usually one of the earliest signs of 
peripheral diabetic neuropathy. Vibration assessment 
evaluates the large diameter fibers (A-beta fibers). 
There are several ways for examining the vibration per­
ception threshold (VPT), including: (1) 128 Hz tuning 
fork: It assesses the vibration perception through 
application on distal bony prominences of the great 
toe bilaterally and proceeds proximally on other 
bony prominences such as the medial malleolus and 
tibial tuberosity if impairment is noted. Tuning fork 
gives around 53% sensitivity and there is evidence 
suggesting that compared to the monofilament test, 
tuning fork is less predictive for development of foot 
ulceration[18]; (2) graduated rydel-seiffer tuning fork: 
The graduated tuning fork depends on optical visual 
illusion. The fork has 0-8 graded scale, where the 
examiner can detect the point of vibration impairment 
or disappearance[44]. Application of the graduated 
tuning fork detects the presence of vibration perception 
impairment and the intensity of this impairment. The 
reduction of vibration perception to less than 4/8 was 
present in 95% of diabetic foot ulcerations due to 
peripheral neuropathy[44,45]; (3) neurothesiometer; and 
(4) biothesiometer.

The neurothesiometer and biothesiometer are 
electronic devices. They depend on sending vibrations 
of various strengths through a probe applied to the 
bony prominence of the great toe. The vibrations are 
measured in volts per micrometer. As the VPT of the 
patient increases, the risk for diabetic foot ulceration 
due to neuropathy increases. A vibration threshold of 
more than 25 V has been reported to have a sensitivity 
of 83%. The risk of ulceration in the group of patients 
with sensitivity between 25 and 33 V was increased by 
eight times compared to twenty-fold increase associated 
with values of more than 42 V[46,47].

Nerve conduction studies: Nerve electrophysiologic 
conduction studies are not routinely used in clinical 
practice for diagnosis of diabetic neuropathy. They 

commonly affected fibers, motor nerve fibers are 
sometimes affected too, leading to muscle denervation. 
During the early course of the disease, the muscle 
power is preserved except mild muscle weakness in 
the toe extensors. As the disease progresses muscle 
weakness becomes more generalized affecting small 
muscles in both feet and hands. This muscle wasting 
can result in altering the normal foot dynamics and 
pressure distribution. Wasting and atrophy of small 
muscles in the foot lead to loss of joint stability and the 
development of foot deformities. Foot deformities may 
take several forms such as equinus or varus deformity, 
hammer toes, cocked-up toes and flat foot changes. 
These changes lead to pressure distribution disturbance, 
increased shear stress and friction, ultimately leading 
in foot ulceration[22-25]. Diabetic peripheral neuropathy 
is also characterized by the loss of the deep sensation, 
such as vibration perception and proprioception which 
in severe cases might lead to sensory ataxia and a 
positive Romberg’s sign. Deep tendon reflexes are 
usually impaired or lost starting with ankle reflex and 
progressing proximally to the knee reflex[21].

Additionally diabetic autonomic neuropathy may 
result in sudomotor dysfunction leading to abnormal 
sweating and dry skin with cracking and fissuring 
facilitating the bacterial infection of the foot[26]. Autonomic 
neuropathy is also associated with thermoregulatory 
dysfunction and abnormal tissue perfusion. Autonomic 
neuropathy is also in many cases associated with an 
unexplained foot edema which is resistant to diuretics. 
This edema results from shunt opening and hyperkinetic 
circulation, further adding to the risk of foot ulceration[27].

Diagnosis of the diabetic peripheral neuropathy
Diabetic peripheral neuropathy is diagnosed through 
careful patient history review and physical examination 
of the feet. Using the combination of patient’s neuro­
pathic symptoms, clinical signs and electrodiagnostic 
tests would be the best predictor for diabetic peripheral 
neuropathy[28].

Symptom scores: Various verbal descriptive scales and 
simple visual analog scales are used in clinical practice 
to assess and follow up the neuropathic symptoms in 
response to treatment[29,30]. Symptom scores are used 
for the evaluation of painful diabetic neuropathy. The 
most widely used ones are: The Neuropathy Symptom 
Score (NSS), which is widely used in clinical practice has 
shown high validity and sensitivity[31-34]. Several other 
adaptations are also available such as the Neuropathy 
Symptom Profile, the modified NSS scores of Veves and 
Young, the Michigan Neuropathy Screening Instrument, 
and Diabetic NSS[17,35-38].

Semmes-Weinstein monofilament: Semmes-
Weinstein monofilament is a widely used tool for the 
assessment of the diabetic peripheral neuropath in 
every day clinical practice[39,40]. It assesses the protective 
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are objective, non-invasive, highly reliable parametric 
measures which are useful in monitoring the pro­
gression of diabetic peripheral neuropathy especially 
in asymptomatic patients[48]. They are also extremely 
useful in atypical presentations of neuropathy and in 
superimposed forms of mononeuropathies[49]. Electro­
myography and nerve conduction studies such as NCV 
and F waves can detect the type of nerve injury, extend, 
symmetry and severity of the lesion[50].

Other methods of assessment: (1) Nerve biopsy: It 
is an invasive procedure used for diagnosis of peripheral 
neuropathy and atypical presentations in patients with 
diabetes, usually using sural nerve biopsy[51]. Nerve 
biopsy has many complications such as postoperative 
pain at the site of nerve biopsy, parasthesia, allodynia 
and sensory disturbances at the sites of nerve distribution 
especially in patients with diabetes[52]. Assessment of 
efficacy of treatment and disease progression can be 
determined depending on morphological parameters 
such as axonal atrophy, density of myelinated fibres and 
axo-glial dysjunction[53,54]; (2) Skin biopsy: It is another 
less invasive technique alternative to nerve biopsy for 
studying small nerve fibers using a 3-mm skin biopsy 
in clinical studies[55]. Several neuronal markers are 
used to immunostain skin nerves, such asneurone-
specific enolase and somatostatin. The best cytoplasmic 
axonal marker has been proposed is the protein gene 
product-9.5. Formalin-fixed frozen sections are used in 
clinical research to visualize and assess the density of 
intraepidermal nerve fibers[56,57].

Is there a role for validated scores?
Validated scores are available in order to standardize 
the clinical assessment for the severity of symptoms 
and the grade of neuropathic impairment. The vali­
dated scores include; Neuropathy Disability Score for 
neuropathic deficits (impairments), NSS for neuropathic 
symptoms[17] and the Michigan Neuropathy Screening 
Instrument[36]. According to the Neuropathy Disability 
Score and the NSS, minimum criteria required for the 
clinical diagnosis of neuropathy are: (1) the presence 
of moderate signs of neuropathy in the presence or 
absence of symptoms; (2) the detection of mild signs in 
the presence of moderate symptoms.

PERIPHERAL ARTERIAL DISEASE
Peripheral arterial disease (PAD) is one of the multifa­
ctorial causes leading to the diabetic foot disease. The 
presence of PAD alters the normal body response to 
foot ulcerations and leads to persistent non-healing 
foot ulcers, when there is an increased need for blood 
supply. PAD leads to progression of infection, increases 
tissue break down and insufficient delivery of oxygen, 
nutrition and antibiotics. All these factors further contri­
bute to a potential foot amputation[58].

PAD shows higher prevalence among patients with 

diabetes than the general population. PAD among 
patients with diabetes is characterized by onset at an 
earlier age, increased severity, a more rapid progression 
and equal sex distribution[59]. About 20% of patients 
having symptomatic PAD had diabetes as reported 
by the Framingham Heart Study[60]. In patients with 
diabetes, the risk of PAD is increased by advanced age, 
duration of diabetes, uncontrolled hyperglycemia and 
the association with diabetic peripheral neuropathy. The 
presence of diabetes is mostly associated with below 
knee PAD such as tibial, popliteal and femoral arterial 
affection, in contrast to more proximal PAD in the aorto-
iliofemoral vessels associated with other risk factors 
such as hypertension and smoking[61].

PAD is characterized by the presence of intermittent 
claudication, which is defined as cramping or aching 
pains usually in the calf muscles, but can also be present 
in thighs or the buttocks. Intermittent claudication is 
aggravated by walking exercise that it forces the patient 
to stop walking and relieved by rest. In severe cases of 
PAD, pain may be present even at rest, limb may show 
gangrenous changes, tissue loss; which is known as 
critical limb ischemia (Figure 2)[62].

Diagnosis of PAD
The ankle-brachial index: The ankle-brachial index 
(ABI) is a simple bed-side screening tool for the 
presence of PAD. PAD simply depends on the calculation 
of the ratio between the systolic pressure of the ankle 
arteries and the systolic pressure at the brachial 
arteries[63]. ABI is an inexpensive method that can 
assess the severity of PAD as it usually correlates with 
the patient’s reported symptoms and functional status. 
The normal range is of ABI is between 0.9-1.3, falsely 
elevated values of ABI can result in cases of calcified, 
non-compressible arteries. Thus the ABI method may 
lead to underestimation of the severity of the disease in 
patients with diabetes[64].

The toe-brachial index: The toe-brachial index is 
calculated similar to the ABI, where the systolic pressure 
is measured using a small cuff and a Doppler probe. 

Figure 2  Gangrene in a patient with type 2 diabetes and severe peripheral 
arterial disease.
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Measuring the toe-brachial index is helpful especially 
in cases of ABI values more than 1.30, as the small 
arteries of the lower limb are less likely to be calcified. 
A toe-brachial index lower than 0.70 is diagnostic for 
PAD[65].

Segmental limb pressure assessment and pulse 
volume recordings: The technique depends on 
plethysmographic cuffs situated over the brachial 
arteries and different points on the lower limb. The 
extent and location of PAD can be detected from seg­
mental systolic pressure assessment using a Doppler 
probe[66].

Ultrasound velocity spectroscopy and imaging: 
The normal arterial Doppler velocity shows a triphasic 
signal. When an arterial obstruction is present proximal 
to the probe, there is loss of the normal reversed flow 
component on transforming the waveform associated 
with decreased amplitude, attenuation of all parts of the 
spectrum and delayed upstroke[67].

Duplex ultrasound depends on combining the 
B-mode and the pulsed Doppler ultrasound to assess 
arterial flow and localized velocity information at 
stenotic sites. Duplex ultrasonography is widely used 
nowadays detecting with high sensitivity and specificity 
the arterial patency and extends of obstruction[68]. 
Duplex ultrasound has certain limitations mainly 
difficulty in identifying close multiple separate lesions, 
some difficulty when assessing infrapopliteal, common 
and external iliac arteries[69,70]. 

Transcutaneous oximetry and laser - doppler 
flowmetry: These techniques are used mainly to 
assess cutaneous blood flow. Cutaneous blood flow 
is usually normal until late stages of proximal arterial 
ischemia of the atherosclerotic type, thus, this type of 
vascular evaluation is not used in every day practice[64]. 

Magnetic resonance angiography (MRA)[71,72].

Computed tomographic angiography: CTA is 
superior to MRA as it can detect the presence of 
calcification, which is advantageous on planning 
revascularization strategies. The ACC/AHA guidelines 
recommend CTA on deciding the revascularization 
techniques in cases of PAD, offering faster image than 
MRA[63]. 

Contrast angiography: Although it is the gold 
standard for the diagnosis of PAD, is rarely required as a 
diagnostic tool due to the risks associated with invasive 
procedures. Computer-enhanced digital subtraction 
angiography can be useful in patients who present 
with localized stenosis so as to minimize the amount 
of contrast material injected and for better image 
resolution[63].

Diabetic foot ulcers.

CLASSIFICATION
The presence of diabetic foot ulceration is the main 
leading risk for amputation in patients with diabetes. 
Proper assessment and classification of a diabetic foot 
ulcer is an essential part for the management of the 
diabetic foot. A prompt and adequate ulcer treatment 
may lead to foot amputation prevention, preserving the 
life quality of the patient.

Several classifications have been proposed for 
the categorization of diabetic foot ulcers. The most 
important ones are described below.

Wagner-Meggitt classification[73]

It is one of the earliest and most widely used 
classifications. It classifies the diabetic foot ulceration 
depending on how deep the wound is, includes 6 
grades: (1) Grade 0: The skin is intact; (2) Grade 1: 
Presence of ulcer which is superficial; (3) Grade 2: 
Presence of ulcer which is deep; (4) Grade 3: Deep 
ulcer with abscess, bone involvement or osteomyelitis; 
(5) Grade 4: Gangrene in the forefoot; and (6) Grade 5: 
Whole foot gangrene.

Wagner-Meggitt classification has shown several 
disadvantages: (1) cannot address all patterns of 
diabetic foot ulcerations and infections; (2) the presence 
of infection is addressed in only one stage, thus, the 
superficial ulcers if infected or ischemic are not properly 
categorized in this system; and (3) this system does 
not properly assess the presence of peripheral ischemia 
in categorization of foot ulcers. 

The university of texas system[73]

It classifies diabetic foot ulcers into 4 grades (0-4) 
according to their depth, and then stages every grade of 
them according to the presence or absence of infection 
and ischemia (A-D).

The University of Texas Classification has been 
validated and has prognostic advantages as it included 
both infection and ischemia but showed some difficulty 
in application in day to day practice.

The SAD classification[74]

This classification grades the diabetic foot ulceration 
according to five ulcer features (size, depth, sepsis, 
arteriopathy, and denervation) on a 4-point scale (0-3). 

SAD classification differs from the other earlier 
systems by considering both size of ulcer and the 
presence of neuropathy. It has been validated by 
demonstrating differences between baselines variable 
and clinical outcome. Its major drawback is the 
complexity in practical use.

The pedis classification[75]

The PEDIS system has been proposed by the Interna­
tional Working Group on the Diabetic Foot. This system 
grades the wound based on five features: (1) perfusion 
(arterial blood supply); (2) extent (area of the ulcer); (3) 
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depth of the wound; (4) presence of infection; and (5) 
sensation.

The Infectious Diseases Society of America guidelines[76]

These guidelines sub classified the infected diabetic foot 
into three categories: (1) mild: Involvement is restricted 
to skin and subcutaneous tissues; (2) moderate: 
Involvement is more extensive or affecting deeper 
tissues; and (3) Severe: Diabetic foot ulceration is 
accompanied by systemic signs of infection or metabolic 
decompensation.

PRINCIPLES OF DIABETIC FOOT ULCERS 
MANAGEMENT
Wound debridement
Debridement of diabetic foot ulcers is an important 
initial step in the management of the wound. Several 
benefits can result from proper debridement including 
the removal of the necrotic and non-viable tissues and 
keeping a healthy granular wound bed. One should 
be careful on the assessment of the ulcer if ischemia 
is suspected. A revascularization intervention may 
be necessary before a debridement is performed. 
Debridement is also stimulating the release of growth 
factors to promote advancing healing edges[77,78]. 
Various methods are used for wound debridement.

Surgical debridement: It is the gold standard method 
in diabetic foot ulceration. To obtain optimal results, 
healthy tissue loss should be minimized, foot function 
should be preserved, and deformities which can 
precipitate recurrence of ulcers should be prevented. 
Surgical debridement is typically done for ulcers with 
large amount of necrotic and non-viable tissues. 
Debridement is performed using a scalpel blade with 
the tip pointed in a 45-degree angle or a tissue nipper 
to remove all necrotic and non-viable tissues until a 
bleeding healthy base is obtained[79].

Enzymatic debridement: Enzymatic debridement 
is based on the application of topical agents on the 
ulcer. These agents are usually applied once daily. Their 
action is based on the necrotic tissue degradation using 
proteolytic digestive enzymes such as streptokinases, 
trypsin, papain, fibrinolysin-DNase, collagenase, papain-
urea and streptodornase. Data from clinical studies 
have shown conflicting results about the efficacy of 
these topical agents, thus, their additional benefits 
to standard wound care remains unclear. Putting into 
consideration the need of long time application, as well 
as, the high cost, their use is usually limited to slowly 
soften large eschars or debridement of some decubitus 
ulcerations in sensate limbs. In order to improve 
efficacy of these agents, a scalpel blade is applied to 
crosshatch eschars[80].

Mechanical debridement: Although it is a simple and 

an inexpensive tool, it can remove both viable and also 
non-viable tissues leading to pain in sensate foot. The 
wet gauze dressing is applied to the wound bed and 
then kept to dry. The necrotic debris embedded in the 
gauze is mechanically stripped from the wound bed on 
gauze removal[81].

Biological debridement (Maggot therapy): Recently 
the use of Maggot therapy has re-emerged showing 
benefits in necrotic tissue debridement, decreasing 
bacterial load and stimulation of wound healing. Several 
studies showed the efficacy of Maggot therapy[82-84].

Other modalities: Ongoing research is evaluating 
other methods such as low energy ultrasound mist for 
the debridement of diabetic foot ulcers[84].

Pressure offloading
The pressure offloading relieves abnormal pressure 
applied to the ulcer promoting the wound healing. 
Several methods have been applied for offloading 
including; total contact casting (TCC), short leg walkers, 
half shoes and felted foam dressings. TCC is based on 
a well-molded plaster cast, resulting in equal pressure 
distribution to the whole lower limb. This method is very 
effective with a good wound healing rate when applied 
properly and changed at least weekly. Although it is 
an effective method it has significant disadvantages 
which may limit their use and the choice of other 
alternatives. Disadvantages of TCC include; time and 
skill required to be applied properly, secondary skin 
irritation and ulceration resulting from the cast applied, 
and impossible daily assessment of the wound[85,86].

Other alternative to TCC is the Scotch-cast boot with 
a cast sandal to increase mobility and at the same time 
ensure ulcer relief from pressure. Commercial devices 
such as the short leg walker and half shoe are readily 
available, they are preferred by the patients with a better 
acceptance, simple, easy to apply and inexpensive. 
Their major disadvantage is that patients can remove 
them thus cannot ensure patient’s compliance with less 
significant pressure relieving results compared to the 
TCC[87].

Felted foam dressings allow a customized pressure 
relief through a felt-foam pad with an opening over the 
ulceration through which wound assessment and care 
can be done. The felted foam is used in combination 
with half-shoe or surgical shoe and when used properly 
and changed every 10-14 d, has shown more efficacy 
compared to half-shoe or short walkers alone[88].

Treatment of infection
The presence of infection is a common finding in diabetic 
foot ulcers which act as an entry route for pathogens. 
Infections must be diagnosed and treated promptly 
and adequately as they may rapidly progress to a limb-
threatening condition[78]. Also high levels of bacteria 
can delay or event prevent wound healing and impede 
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surgical closure of diabetic ulcers[89].

Diagnosis of diabetic foot ulcer infection: Diagnosis 
of infection is based initially on clinical signs such as 
redness, temperature, pain, tenderness, edema and the 
presence of suspected discharge. On clinical suspicion 
of infection, properly taken cultures from the wound 
area may be helpful in proper antibiotic treatment 
selection. It is important to point out that uninfected 
ulcers is not necessary to be cultured as the results will 
only indicate the colonizing flora. The most common 
pathogens in diabetic foot ulcers are aerobic gram 
positive cocci and gram negative bacteria. Anaerobic 
organisms are frequently isolated too[78]. Staphylococcus 
and streptococci are the most frequently causative 
agents for non-threatening limb infections while limb-
threatening infections are mostly polymicrobial in 
nature[90].

The use of antibiotics in infected diabetic foot ulcer 
should be carefully applied, in order to be assured 
that the patient will receive the appropriate antibiotic 
therapy, for an adequate period of time, along with 
wound debridement and drainage[90].

Diabetic foot care
To be able to provide an effective plan for diabetic foot 
syndrome prevention and treatment, a multidisciplinary 
team approach is required. 

This multidisciplinary team approach includes[10,91]: 
(1) diabetologist/Endocrinologist to optimize the 
metabolic control for patients with diabetes; (2) 
diabetes educator and a qualified nurse: To provide 
special education and assurance; (3) podiatrist who 
would guide the patient to prevent diabetic foot lesions 
and provide appropriate treatment; (4) vascular 
surgeon to assess the vascularity of the lower limbs and 
provide interventional management whenever required; 
(5) orthotist: Help in choosing the appropriate foot 
wear or custom foot wear to allow adequate pressure 
distribution and thus rapid wound healing; (6) infection 
disease specialist: For appropriate choice of antibiotics 
regimen based on culture results; and (7) nutritionist 
consultation to help in adequate glycemic control, wei­
ght loss and also wound healing.

MODERN WOUND CARE MODALITIES
In the recent years, apart from the standard wound 
care, new diabetic ulcer treatment modalities have been 
developed[92,93].

Wound dressings
The ideal wound dressing[94]: (1) should be sterile and 
does not contaminate the ulcer with foreign particles; 
(2) should be readily available, easy to use and cost 
effective; (3) should keep a moist environment for 
adequate wound healing; (4) should be able to absorb 
excess exudates from the wound; (5) should not 

adhere to the wound floor, also should be non-allergic 
and non-toxic; (6) should be able to protect the wound 
from microorganisms and also provides mechanical 
protection; and (7) should maintain adequate tissue 
gaseous exchange and control wound odor.

Topical agents
Wet to dry dressing (simple saline dressing): Wet 
to dry dressing is included in standard wound care and 
is considered a method for mechanical debridement, 
since it presents a good debriding effect in removal 
of the necrotic tissue and wound preparation[95]. In 
order to minimize irritation and discomfort, adequate 
moistening of the dressings with normal saline is done 
when treating granulating wound tissues to avoid 
trauma and bleeding[96]. 

Local antibacterial agents: Antibacterial agents can 
be used alone or in combination with other dressings 
except for dry necrotic ulcers. For effective anaerobic 
coverage, metronidazole gel is used and maintains a 
moist environment for wound healing[97,98]. Several 
antibiotics have effective antibacterial action on topi­
cal application such as Neomycin, Gentamycin, and 
Mupirocin. Silver dressings and polyherbal topical 
preparations have shown good antibacterial action[99]. 
For effective antibacterial action against Pseudomonas, 
other gram-negative bacilli, and beta hemolytic strep­
tococci wound infections Sisomycin and acetic acid 
can be used. Special precautions should be considered 
when using povidone iodine solution dressings, iodine 
has been found to be toxic at high concentrations to 
bacteria and fungi as well as human cells[100,101].

Tulle dressings: Tulle dressings are used mainly for 
skin grafts and superficial wounds. They can be safely 
used in granulating and epithelializing tissues as they 
are impregnated with paraffin, having low dressing 
adherence properties[102]. Evidence from several 
previous studies have shown better and faster re-epithe­
lialization rates compared to dry dressing[102-104].

Hydrogel dressings: Hydrogel dressings are consi­
dered the best choice for dry wounds with necrotic 
eschar. Hydrogels provide fluid and good hydration to 
dry and slough wounds. Although they are very good at 
absorbing exudates, they should be avoided in diabetic 
foot planter ulcers as they may cause maceration of the 
skin surrounding the wound[105-107].

Polyurethane films: Polyurethane films are trans­
parent films coated with a water-proof adhesive dress­
ing. They provide permeable films allowing diffusion 
of gases and vapor thus an adequately moist wound 
environment. They have the advantage of being 
transparent, thus can monitor the wound progression. 
They also can be used for low exudates wounds, but 
they may cause maceration of the skin surrounding the 

Amin N et al . Diabetic foot disease: From A to Z



160 April 10, 2016|Volume 7|Issue 7|WJD|www.wjgnet.com

wound[108].

Polyurethane foam: Polyurethane foam is highly used 
in diabetic foot ulcers. It can absorb large amounts of 
exudates in a non-adherent nature thus does not cause 
wound sloughing or trauma on removal. They maintain 
moisture environment thus allow proper preparation of 
wound bed and promotes better wound healing[109].

Alginate dressings: Two forms of alginate dressings 
are available; calcium alginate and calcium sodium 
alginate. Alginate dressings can absorb large amounts 
of exudates up to 20 times their weight as shown by 
several clinical studies[110].

Honey-impregnated dressings: The anti-inflam­
matory and anti-microbial actions have been shown in 
vitro studies but further studies are required to support 
strong evidence in vivo[111,112].

Growth factors
Growth factors have shown promising results in diabetic 
ulcer healing. Growth factors stimulate angiogenesis, 
cellular proliferation and migration, together with 
promoting enzymatic production. Several growth 
factors have been studied including; platelet-derived 
growth factor (PDGF), epidermal growth factor (EGF), 
transforming growth factor (TGF)-β, TGF-α and insulin-
like growth factor…, etc.[113]. A recombinant human 
(rh)-PDGF dressing is available for diabetic foot lesions 
when added to conventional[114]. EGF in the form of 
local injections of rh-EGF showed favorable results in 
neuropathic vs ischemic ulceration[115].

The Food and Drug Administration (FDA) announced 
some warnings regarding the use of a recombinant 
human platelet-derived growth factor, which contains 
becaplermin. In both clinical studies and post marketing 
users, becaplermin was associated with malignancies 
distant from the application site. Also increased mortality 
rate from systemic malignancies was reported on using 
3 or more tubes of becaplermin gel. Topical enzymes: 
Several prepared ointments containing enzymes such 
as fibrinolysin, collagenase or papain have been used 
in enzymatic debridement of the sloughy tissues and 
promoting granulation tissue formation. Papain-urea 
has shown better enzymatic debridement effect when 
compared to collagenase[116].

Vacuum-assisted closure: Vacuum-assisted devices 
have shown efficacy in exudates removal and edema 
reduction. Ideally a pressure of 125 mmHg can 
generate a negative topical pressure over the diabetic 
foot wound. It has the advantage of leaving the wound 
surface moist. It has several limitations; it is contrain­
dicated in cases of osteomyelitis, ischemia, deep tissues 
exposure such as tendons, bones and blood vessels, 
presence of necrotic tissues and fistulas[117]. Vacuum-
assisted devices are also effective in promoting closure 
and wound healing in patients with treated infections 

and treated osteomyelitis[118,119].

Hyperbaric oxygen therapy, Do we have evidence? 
A systemic treatment where oxygen is breathed but at a 
higher pressure than the local atmospheric pressure[120]. 
HBOT has shown increased healing rates of diabetic 
foot ulcers, however it still controversial whether it can 
be used as adjuvant treatment or not[121]. Hyperbaric 
oxygen therapy (HBOT) have the advantage of reduction 
of tissue hypoxia, edema, increase angiogenesis and 
erythrocytes deformability, antimicrobial effects and 
increase fibroblastic activity[122-124]. HBOT is approved 
as an adjunctive treatment to be used in chronic non-
healing ulcers by the Undersea and Hyperbaric Medical 
Society[125]. The European Committee for Hyperbaric 
Medicine has set a type 2 recommendation for the use 
of HBOT in the management of diabetic foot ulcers 
including patients with ischemic wounds without a 
surgically treatable arterial lesion or as a complement 
after vascular surgery, in presence of non-healing 
wounds[126].

The role of stem cell therapy in PAD: It is worth 
mentioning that our skeletal muscles have a regenera­
tive capacity as the have multipotentaial and progenitor 
cells. In cases of critical limb peripheral arterial disease, 
the transplantation of progenitor cells- derived from 
bone marrow- has beneficial effects on angiogenesis 
and ulcer healing as shown in phase I and II studies. The 
role therapeutic angiogenesis is a promising and a safe 
method for management of PAD and limb salvage[127]. 

CONCLUSION
Concluding, diabetic foot ulceration is generally 
preventable. The first step in ulcer prevention is the 
careful screening for foot problems and detection of 
patients at high risk. More research is still required 
to improve the diagnosis of conditions leading to foot 
ulceration. Diversity in the diagnostic criteria and the lack 
of cut off hinders the standardization of management 
plans. Multi-disciplinary team approach is required to 
effectively manage the different aspects of diabetic foot 
syndrome. Standard wound care is recommended, 
while modern treatment modalities have shown some 
promising results in recent studies. 
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